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ROLE OF HEREDITY, DIET, AND EMOTIONAL STRESS 
» IN CORONARY HEART DISEASE 


HE frequency of coronary heart disease 
T in different parts of the world has been 

found to be related to the mode of life 
rather than to the racial structure or age 
composition of the population.’ Consequently, in 
recent years many investigators have sought to un- 


ravel the complex relationship between the inci- | 


dence of clinical coronary disease and nutrition, 
physical exercise, overwork, emotional stress, and 
the use of tobacco and alcohol. Unfortunately, even 
in carefully designed epidemiologic studies, these 
factors are not easily separable. For example, the 
Bantu not only subsists on a completely different 
diet but lives under totally different cultural, social, 
economic, and emotional conditions than the Amer- 
ican Negro. Similarly, dietary fat may be implicated 
in the differing death rates from coronary disease 
among Japanese living in Japan, Hawaii, and the 
Unired States, but other characteristics of the mode 
of life or environment, acting singly or in combina- 
tion, may also be involved in these differences. 

In assessing the role of physical exercise, the 
relationship of occupatipnal categories to the clini- 
cal incidence of ischemic heart diseases may also 
be difficult to interpret. Thus, while bus drivers 
indulge in less physical exertion than conductors, 
the higher death rates from this disease reported 
in the former group may result from the emotional 
stress of driving in modern traffic, or from obesity 
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A period of prolonged emotional strain 
associated with occupational responsibilities 
preceded the attack in 91 of 100 patients 
with coronary heart disease. In a comparable 
series of 100 patients with other diseases, 
only 20 had undergone this kind of strain. 
The pattern of insecurity, frustration, and 
restlessness extended beyond the primary 
vocation into secondary occupations and lei- 
sure activities. Taking 91/20 or 4.6 as a 
ratio measuring the importance of occupa- 
tional stress, the author obtains comparable 
ratios of 2.7 for diet, 2.0 for tobacco, 1.7 
for heredity, 1.3 for obesity, and 1.0 for lack 
of physical exercise as suggesting the rela- 
tive importance of these factors in causing 
coronary heart disease in this group of po- 
tients. 


or other causes, rather than from a lack of physi- 
cal exercise. Moreover, in the determination of 
emotional stress on the job, occupational titles can 
be misleading, since accurate evaluation must take 
into account not only the nature of the major form 
of employment but also secondary business en- 
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deavors, deviations from usual hours of work, other 
activities pursued during periods away from the 
job, and the total life situation itself. Since it is 
only the evaluation of the patient which can give 
a measure of the stress involved, the emotional 
reaction to employment and to other life situations 
must be determined. Inasmuch as persons experi- 
encing nervous tension may eat proportionately 
more calories in the form of fat, consume more 
tobacco and alcohol, and find less time for exer- 
cise, it is equally difficult to separate emotional 
stress from other possible extraneous etiological 
factors in the pathogenesis of atherosclerosis and 
coronary thrombosis. 


Dietary Fat and Hype € 


Despite such inescapable problems, there is suf- 
ficient evidence from experimental and epidemio- 
logic studies to warrant acceptance of the view 
that excessive ingestion of fat is causally related 
to clinical coronary artery disease. In animals 
there seems to be a parallelism between hyper- 
cholesteremia and atheromatosis. In humans, how- 
ever, there are so many exceptions to such a cor- 
relation that factors other than a high blood 
cholesterol level must also be concerned. Certainly 
there is no constant relationship between the in- 
tensity and duration of hypercholesteremia and 
the time of onset, or severity, of atherosclerosis. It 
is also recognized that the relative susceptibility 
of the coronary arteries to atherosclerosis at any 
level of plasma cholesterol is modified by sex, 
heredity, and other factors. Similarly, the effect of 
diet on blood lipoprotein patterns is influenced 
by genetic differences in metabolism and by endo- 
crine and nervous response to stress. Thus, it is 
evident that the atherogenicity of excessive inges- 
tion of fat and of hypercholesteremia itself must 
be dependent on an interplay with other important 
factors. 


Emotional Stress and Personality Factors 


In recent vears there has been strong denial of 
any scientific basis for the clinician’s impression 
and layman’s conviction that mental stress or emo- 
tional disturbances predispose one to coronary 
artery disease. Nevertheless, more than a decade 
ago various authorities independently described a 
constellation of personality traits in patients with 
coronary artery disease characterized by “compul- 
sive striving, hard work, self-discipline and great 
need to get to the top.”* In such persons they 
found that achievement of objectives brought no 
sense of satisfaction or relief from tension. Re- 
cently Wolf* has elaborated on this character 
structure and has emphasized the failure of the 
coronary-prone subject to enjoy “rest periods of 
satisfaction” between achievements. He has com- 
pared such persons with Sisyphus, a mythical king, 
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who was forever condemned to roll a boulder up 
a mountain only to have it slip from his grasp 
within a hairsbreadth of the summit, so that his 
labors had to be endlessly repeated. 


Occupational Stress—Emotional 


If endowed with these traits, as alleged, the 
young candidate for coronary disease may possibly 
be distinguished from controls by occupational 
achievement or type of position held. The careful 
studies of Gertler and others * and Yater and co- 
workers * have, in fact, demonstrated a significant 
difference in the kind of positions held by young 
patients with coronary disease as compared with 
controls. The young patient, they found, almost 
always had occupied a position demanding re- 
sponsibility and frequently one associated with 
emotional stress. Moreover, it is noteworthy that 
Weiss and associates,” as well as others, have re- 
ported that gradually mounting tension of emo- 
tional origin, months or years in duration, occurred 
prior to the onset of coronary occlusion in a large 
segment of the patients coming under investigation. 

My own observations with Zohman’ are in ac- 
cord with these findings. In a group of 100 coro- 
nary patients under 40 years of age, prolonged 
emotional strain associated with job responsibility 
preceded the attack in 91% of cases, as compared 
with 20% for controls. In the coronary group, 25% 
had been holding down two jobs and an additional 
46% had worked 60 hours or more per week for 
long periods immediately preceding the onset of 
symptoms. In another 20%, there was unusual fear, 
insecurity, discontent, frustration, restlessness, or 
inadequacy in relation to employment. Although 
positions of responsibility and jobs requiring pres- 
sure to make deadlines were significantly more 
frequent in the coronary group than in controls, 
in a great many instances stress assumed signifi- 
cant proportions only as a result of too many hours 
of work or as a consequence of secondary voca- 
tions or activities pursued during “leisure” hours. 


Behavior Patterns 


Friedman and Rosenman“ recently compared 
three groups of men selected solely according to 
the behavior pattern which they routinely mani- 
fested in the performance of their work. One group 
exhibited compulsive striving, inclination to com- 
pete, desire for recognition, continuous involve- 
ment in deadlines, and unusual mental and physi- 
cal alertness. A second group manifested a behavior 
pattern essentially the converse of the first. A third 
group was similar to the second but the behavior 
pattern was complicated by a chronic state of 
anxiety or insecurity. Friedman and Rosenman 
found that clinical coronarv artery disease was 
seven times more frequent in the group manifest- 
ing an intense, sustained drive for achievement. It 
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is noteworthy that more than 80% of the subjects 
in this group exhibited a behavior pattern char- 
acterized by “excessively rapid body movement, 
tense facial and bodily musculature, explosive 
conversational intonations, hand or teeth clenching, 
excessive unconscious gesturing and a general air 
of impatience.” 

While a significant proportion of our young 
coronary patients did manifest some or all of these 
characteristics, this description, as well as that of 
others, presents a caricature rather than a portrait 
of the average coronary patient under the age of 
40 in our series. The majority did not exhibit such 
easily recognized outward behavior characteristics. 
In fact, most of the young patients under observa- 
tion have shown a striking degree of self-control, 
dignified reserve, and outward complacency during 
interrogation. In most of these, psychological fac- 
tors would have remained unrecognized had a 
special inquiry not been made regarding their 
presence. 

In almost every instance we found the young 
coronary patient to be a victim of overwork, often 
as a result of an unrelenting drive, an intense 
desire for recognition, or a profound sense of ob- 
ligation to his employer, his family, or others, but 
more commonly simply as a consequence of meet- 
ing life’s challenges with maximum and unstinting 
effort. It was apparent that these patients had 
been compulsive about time, overmeticulous, and 
“blind” to their own stress end-point. They were 
often concerned about trivia, impatient with sub- 
ordinates, and worrisome. As perfectionists they 
frequently chose to do the work themselves rather 
than to delegate it to others. Being “stress-blind” 
they took on more responsibilities at an occupa- 
tional, social, or domestic level than good judg- 
ment appeared to dictate, minimized their symp- 
toms, and neglected prudent rules of health. 
Perhaps the most characteristic trait of the young 
coronary patient, however, was his restlessness 
during leisure hours and his sense of guilt during 
periods of “relaxation.” As a consequence, he rarely 
took vacations, and such leisure time as he did 
possess was frequently regimented by obligatory 
participation in an assortment of social, public, or 
educational activities. 


Behavior Patterns and Occupational Demands 


All types of occupations were well represented 
in the coronary group, and there was no indica- 


tion that premature coronary artery disease is- 


restricted to any specific level of vocational en- 
deavor. The findings appear to indicate that emo- 
tional stress of occupational origin as well as 
ambitious goal-directed traits within the person 
may be causally related to coronary heart disease 
in all socioeconomic strata of our society. While 
emotional stress due to overwork was often a con- 
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sequence of the nature and demands of the job, 
it was more frequently found to be a by-product 
of domestic obligations, multiple goals, an estab- 
lished behavior pattern within the person, or a 
combination of these. It appeared obvious, there- 
fore, that occupational titles alone were unreliable 
from the standpoint of correlating epidemiologic 
data with any conclusive effects of occupation. 
Twenty-five per cent of the 100 young patients in 
our coronary group had been holding down two 
jobs prior to their illness, and, in many instances, 
the secondary occupation was totally different 
from the main type of employment. Moreover, we 
observed, as did others,’ that the stress and strain 
of employment may be assessed differently “by the 
community at large and by the individual jobholder 
himself.” Just as there are all degrees of stressful 
experiences, there are all gradations of resistance 
and of sensitivity of the person. Consequently, only 
careful appraisal of the individual reaction to 
these experiences can provide an index for quan- 
titating stress factors. 


“Contradictions” to Emotional Stress Theory 
It has been claimed that racial groups in various 


geographical areas (Korea, Japan, Yemen) who 
subsist on relatively low-fat diets have appeared 


Percentage Incidence of Various Factors in Subjects with 
Coronary Disease and Control Group® 
Stress 


and 
High- Strain Lack of 


Heredity Fat (Occupa- To- Exer- 
Group (Positive) Diet tional) Obesity baccot cise 
Coronary disease 67 53 91 26 70 42 
40 20 20 20 35 40 
17tol 27tol 46to1 13tol 2tol ltol 


* 100 subjects in each group. 
+ 30 cigarettes or more per day. 


to exhibit a relative immunity to coronary disease 
despite obvious emotional stress in their patterns 
of life. Since this immunity seems to be lost when 
high-fat diets are ingested, the role of the emo- 
tions has been relegated to a position of secondary 
significance by some observers. On the other hand, 
the young coronary patients studied by me with 
Zohman* could be more readily differentiated 
from the control subjects by evaluation of occupa- 
tional stress than by measurement of differences in 
fat intake, hereditary influences, obesity, tobacco 
consumption, physical activity, or other factors 
(see table). 

Thus, while there is abundant evidence that a 
high-fat diet predisposes population groups to coro- 
nary artery disease, it appears equally clear that, 
in persons so predisposed, emotional stress more 
than any other factor compounds this susceptibility. 
Yet, from epidemiologic studies, the conclusion 
seems inescapable that the lethalness of emotional 
stress is strongly mitigated, if not nullified, by sub- 
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sistence on a diet low in fat. When food was rig- 
orously rationed during the occupation of Norway 
and the Netherlands, for example, there was no 
general increase in cardiac death rates, according 
to available statistics, in spite of an obvious in- 
crease in emotional tensions. Similarly, the victims 
in concentration camps enduring indescribable 
hardships have not appeared to show a greater 
incidence of coronary disease. 

While these observations indicate that emotional 
stress cannot be the sole factor in the etiology of 
coronary atherosclerosis, they do not exclude it as 
a major influence in the pathogenesis of this dis- 
order in the American male and other susceptible 
groups subsisting on a high-fat diet. Indeed, while 
emotional stress appears to be well endured on a 
low intake of fat, most of the lethalness of a high- 
fat diet in our society would seem to be dependent 
on the “catalytic” influence of stressful living. 


Stress and the Sympathetic Nervous System 


At present, there is no clear understanding of 
the manner in which emotional stress may lead 
to clinical coronary artery disease, but numerous 
clues have been uncovered. Stress reactions are 
commonly associated with fluctuations of epineph- 
rine, hypothalamic overactivity, and cortical and 
autonomic imbalance. In such illnesses as hyper- 
tension, colitis, asthma, and peptic ulcer, there are 
fairly well understood neural pathways and cir- 
cuits involving the autonomic nervous system 
through which emotions can affect smooth muscle, 
glandular secretions, or both. In like manner, as a 
result of stress, sympathetic adrenergic effects on 
vascular tissue metabolism may contribute to 
atherogenesis to a much greater extent than is 
being generally appreciated.'® Since epinephrine 
and arterenol (from the sympathetic nerve ter- 
minals) are potentially injurious to the vascular 
tissue, an excess of these hormones, by primarily 
damaging the intima, may prepare the soil for sub- 
sequent lipid depositions. 

Moreover, it has been found experimentally that 
the deposition of cholesterol in the intima is ac- 
celerated and intensified by epinephrine and that 
catecholamine-phospholipid compounds seem to 
possess a particular affinity toward arterial tissues. 
Raab and Humphreys'*’ have shown that cate- 
cholamines diminish myocardial efficiency and, by 
wasting oxygen in a disproportionate fashion, are 
capable of inducing severe, potentially necrotizing 
myocardial hypoxia. Selye'* more recently has 
succeeded in producing massive, infarct-like ne- 
croses in the myocardium of various experimental 
animals, including the primate, by sensitization 
with certain corticoids and exposure to a variety 
of stressors. At present it is unknown whether a 
relationship exists between these lesions and the 
cardiac infarcts of man. 


CORONARY HEART DISEASE—RUSSEK 


J.A.M.A., Oct. 3, 1959 


Stress and the Endocrine System 


Since there is a close relationship between nerv- 
ous stimuli and endocrine gland function, emotion- 
al stress acting through the cerebral cortex and 
hypothalamus may exert important effects on the 
endocrine system. Considerable evidence attests to 
the fact that the maintenance of normal cholester- 
ol metabolism and of the coagulation-fibrinolysis 
system can be disturbed by stress-induced altera- 
tion of the physiological endocrine balance. 

A number of investigators, as well as our own 
group, have observed striking elevations of the 
serum cholesterol level during transient stressful 
life situations. Bogdonoff and associates '* have also 
shown that emotional episodes cause a rapid mobil- 
ization of nonesterified fatty acids from the body 
tissues into the circulation and have obtained sim- 
ilar results with infusions of epinephrine and arte- 
renol. Although the mechanisms underlying such 
responses have not been clearly elucidated, hyper- 
lipemia so evoked is believed to “provide metabolic 
substrate for the aroused organism.” 

In this regard, Seifter'* and associates have 
shown that various forms of stress stimulate the 
anterior pituitary to discharge ACTH, the latter 
stimulating the adrenal cortex to discharge gluco- 
corticoids; the corticoids then stimulate the poste- 
rior pituitary to release a lipid-mobilizer substance 
which acts on the fat depots to release neutral 
fats into the portal circulation. If the liver is not 
capable of handling this fat load, neutral fat is 
discharged into the peripheral circulation in asso- 
ciation with cholesterol, resulting in a generalized 
hyperlipemia. It appears possible, therefore, that 
the mobilization of lipid from the fat depots by this 
mechanism may be an important cause of hyper- 
cholesteremia and coronary atherosclerosis in many 
of the patients seen in clinical practice. 

The blood-clotting elements have also been found 
to be susceptible to emotional stresses. Shortening 
of the clotting time and an increase in viscosity of 
the blood appear to be part of an adaptive response 
to combat in order to prevent blood loss. When this 
mechanism reacts excessively over a prolonged 
period of time, blood with increased coagulability 
and decreased fluidity may slow sufficiently in 
passing through narrowed coronary or cerebral 
arteries to produce thrombosis. 


Stress and Clinical Coronary Artery Disease 


From these findings it would seem that pro- 
longed emotional stress acting through the cere- 
bral cortex and hypothalamus via neurohormonal 
and hormonal mechanisms may contribute not only 
to the initiation and progression of atheromatosis 
but also to its sequelae. Thus, metabolic changes in 
the vascular wall leading to an increase in its 
lipid receptiveness, elevation in blood cholesterol 
level, augmentation of myocardial oxygen require- 
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ments, and increase in the coagulability and viscos- 
ity of the blood appear to be implicated both in the 
adaption to stress and in the pathogenesis of clinical 
coronary artery disease. Wolff'* has stated that 
“man, feeling threatened, may use for long term 
purposes devices designed for short term needs. 
They are not designed to be used as life long pat- 
terns and when so utilized may damage structures 
they were designed to protect.” In many instances, 
therefore, atherosclerosis and coronary heart dis- 
ease may represent a maladaptation syndrome in 
which the organism already oversupplied with cir- 
culating fat molecules (metabolic defect, dietary 
indiscretion, or both) useful in “combat” remains 
in a chronic state of mobilization for “fight or 
flight” as a result of stressful life situations. While 
mechanisms so evoked appear innocuous in “im- 
mune” groups subsisting on a low-fat diet, these 
adaptive devices greatly augment the atherogenic- 
ity and lethalness of excessive ingestion of fat and 
hypercholesteremia. 

Failure to recognize the profound effect of socio- 
economic stress on bodily function and human be- 
havior in epidemiologic studies has greatly exag- 
gerated the role of dietary fat per se in the etiology 
of clinical coronary heart disease. Although exces- 
sive ingestion of fat may impair lipid metabolism, 
prolonged emotional stress appears not only to aug- 
ment profoundly this derangement but also to in- 
crease the receptivity of the vascular walls to cho- 
lesterol and to hasten the clotting of blood. The 
high intake of fat and the stressful patterns of liv- 
ing commonly observed in populations which are 
economically privileged must therefore be recog- 
nized as a highly lethal combination. 

From all the evidence, it would appear that there 
are three major predisposing faetors in the initia- 
tion and progression of coronary atheromatosis in 
young adults; namely, heredity, a high-fat diet, and 
emotional strain. Without exception, one or more 
of these factors was present in every patient in our 
coronary group, whereas none of these influences 
was observed in 24% of the control subjects. At 
least two of the major factors were evident in 95% 
of the coronary patients, as compared with only 
12% of the control subjects. Emotional stress, usu- 
ally associated with job responsibility, however, ap- 
peared to be far more significant in the etiological 
picture of coronary disease in young adults than 
heredity, the quantity of fat ingested, or other fac- 
tors under consideration (see table). 


Tobacco Consumption 


A strong and consistent relationship has been 
found between cigarette smoking and coronary 
heart disease mortality. Our own studies have 
shown that smoking was not only more prevalent 
in the coronary group but also that twice as many 
of the coronary patients as compared with controls 
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were heavily addicted to the use of tobacco. It 
would seem, therefore, that tobacco smoking is 
either an etiological factor in coronary heart disease 
or merely a manifestation of the inner tensions 
which beset the coronary-prone subject. I have 
found a close correlation between the quantity of 
tobacco smoked and the changing pressures of the 
life situation in the individual case. Moreover, 
among persons exhibiting a behavior pattern found 
to be associated with a high incidence of coronary 
atherosclerosis, Friedman and Rosenman * observed 
no “pathogenic relevance” between cigarette smok- 
ing and clinical coronary disease, despite the fact 
that smoking was more prevalent in this sus- 
ceptible group than in controls. The greater con- 
sumption of tobacco by the candidate for coronary 
atherosclerosis, therefore, attests further to the sig- 
nificance of emotional factors in the pathogenesis 
of this disease. 


Obesity and Physical Exercise 


No support could be found for the view that 
obesity is an important etiological factor in the de- 
velopment of coronary heart disease in young 
adults. Manifest obesity was not significantly more 
prevalent in the coronary subjects than in controls 
(see table). Similarly, no correlation of regular ex- 
ercise or the lack of it with normal health or early 
coronary disease was shown in our study. More- 
over, few of the coronary patients could be con- 
sidered to have possessed the “loafer’s heart,” as 
defined by Raab.'® Consequently, these findings are 
inconsistent with a prevailing view that physical 
exercise reduces the tendency to develop arterio- 
sclerosis. Nevertheless, the value of exercise, within 
physiological limits, in diminishing nervous tension 
must not be minimized. 


of Leisure 


Although ours is a civilization that enjoys more 
leisure than any in history, the majority of us in 
reality work harder—at something—than we have 
ever done before.’® Not infrequently occupational 
demands are minimal compared to the pressures of 
our society. Much of the envied leisure time of 
Americans is regimented by participation in a va- 
riety of social, educational, and civic activities. Such 
obligatory use of leisure is not satisfying and may 
represent a poor antidote for the emotional stresses 
of daily business competition. 


Clinical Implications 


It is well recognized that emotional tension may 
result in compulsive eating, drinking, and smoking 
in many persons as compensation for anxiety. More- 
over, it does frequently contribute to the failure 
to achieve daily exercise “by promoting fatigue and 
by forcing a man to make so many commitments that 
no time is found for exercise, such as walking.” '** 
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Dawber ‘’ and his associates at the Framingham 
project have observed that an increased predispo- 
sition to coronary artery disease exists in persons 
manifesting hypertension, obesity, or hypercholes- 
teremia. On the other hand, nervous strain of occu- 
pational, cultural, social, or domestic origin is 
known to elevate blood pressure, to increase the 
tendency to obesity, and to contribute to hyper- 
cholesteremia by psychic influences and by altera- 
tion of the functional characteristics of the mode 
of life. Consequently, even such indirect effects of 
emotional stress, barring all others, must elevate 
this factor to a position of significance in the etio- 
logical picture of coronary heart disease. 

Some authorities have warned of the danger of 
assuming that emotional stress is an important 
agent in the etiology of coronary disease. They 
fear lest this view, by creating the belief that men- 
tal stress is always bad, may strip human life of its 
higher values and incentives and lead to unimagi- 
native boredom. The presumption that the only al- 
ternative to a stressful existence whereby one lives 
a dynamic, purposeful, and happy life is retreat to 
a stress-less existence in which one vegetates is 
erroneous. Certainly Sir Thomas Lewis’ "* descrip- 
tion of a prudent way of life, if followed, would 
not impair emotional and spiritual creativeness or 
the enjoyment of a full life: 

Very prudent people live quietly and moderately; they 
have their simple daily routine of work and pastime, en- 
livened by occasional excursions and entertainments, social 
gatherings and visits to and from their friends. They are 
temperate in their eating, taking no more than will maintain 
them in robust health, arranging their diet to consist chiefly 
of plain good food, relieved occasionally of its monotony by 
a more elaborate, but not heavy meal. They are regular in 
their habits of work and exercise, and in their mealtimes. 
They are strictly temperate in their drinking. They control 
their emotions and their passions. They avoid all forms of 
excess. They use tobacco little if at all. They welcome the 
freshness of abundant air and open spaces, delighting in the 
feelings of invigoration that accompany active exercise; they 
love the warmth of sunlight playing on their skins and the 
sleepiness of healthy fatigue. These are habits that few 
people in industrial countries now adopt, that fewer still 
maintain. The cares and distractions of an increasingly com- 
plex life, indoor or sedentary occupation, advancing years 
and decreasing energy interfere less or more, and the 
prudent rules are neglected; neglect is the easier because 
the penalties, owing to the body’s great power of resistance 
to disease, are uncertain in their incidence and often long 
deferred. 


Healthy habits would become more prevalent 
if the consequences of their neglect were more 
immediate and variable. Since diet and mode of 
life appear all-important in the prevention and 
control of coronary heart disease, and since one 
cannot reasonably anticipate adoption of the Ban- 
tu’s dietary regimen, efforts at reduction of stress 
in the American way of life should prove most re- 
warding. Indeed, healthy habits, an optimistic 
philosophy, and the sound use of the abundant 
leisure which has made us the envy of the world 
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might well neutralize or retard the atherogenic 
mechanisms which appear to be accelerated by the 
“stress and strain” of our daily struggle for exist- 
ence. 
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CURRENT CONCEPTS OF THE MANAGEMENT OF OTITIC INFECTIONS 
Joseph L. Goldman, M.D. 
and 


Harry Rosenwasser, M.D., New York 


The great decrease in the number of mastoid 
infections during the past two decades has not 
lessened concurrently the serious problems asso- 
ciated with these infections. Actually, not only has 
the incidence of major complications increased 
proportionately but their recognition has become 
more difficult. This is the result of the promiscuous 
and widespread use of antibiotics and chemother- 
apy by general practitioners, internists, and pedia- 
tricians and also by otolaryngologists. Phases of 
this subject have been discussed by Tamari and 
Henner,' Henner,? Courville,* Nielsen,* Silcox,” 
Rosenwasser and Adelman,® Morrow,’ and many 
others; yet this problem seems to show no sign of 
improvement. Because of some of our recent experi- 
ences, we believe that it is important to restate at 
this time these principles in the management of 
otitic infections. 

What are the complications that can be obscured 
by antibiotics and sulfonamides? Perisinus, epidural, 
and brain abscess, bacterial meningitis, primary 
jugular bulb and lateral sinus thrombosis, and laby- 
rinthitis compose the frightening list of diseases 
which can, but should not, evade recognition. In 
our experience otitic complications now occur in 
about 40 to 50% of mastoid infections as compared 
to 5 to 10% prior to the era of antibiotics and 
chemotherapeutics. 

One of the most troublesome consequences of 
the indiscriminate and injudicious use of antibiotic 
and chemotherapeutic agents has been the develop- 
ment of variable micro-organisms as_ etiological 
agents and of resistant strains of these micro-or- 
ganisms. At one time 90% of mastoid infections in 
our institution were caused by the beta hemolytic 
streptococcus, which is usually sensitive to peni- 
cillin. We must now contend with many infections 
in which Staphylococcus aureus and gram-negative 
micro-organisms, such as the Hemophilus influ- 
enzae, Proteus vulgaris, and Pseudomonas aerugi- 
nosa, are the infecting agents. Many of the Staph. 
aureus micro-organisms have become resistant to 
most antibacterial drugs. Therefore, it must be re- 
alized that in otitic infections it has become essen- 
tial first to determine the infecting micro-organism 
and the sensitivity of this micro-organism rather 
than to rely on the administration of penicillin and 
more penicillin. Also, it must be appreciated that 
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Although the incidence of mastoid infec- 
tions has diminished greatly during the past 
two decades, in our experience the incidence 
of complications has increased considerably. 
Recognition of these complications has be- 
come more difficult since the advent of anti- * 
biotics because of their insidiousness and ac- 
companying obscure clinical pictures. These 
drugs often provide a false sense of security 
while life-threatening situations are develop- 
ing. Antibiotics and chemotherapy must be 
used judiciously in ofitic infections with the 
view not to mask complications which are 
impending or have occurred. The need for 
accurate diagnosis, bacteriological examina- 
tion, myringotomy when indicated, and 
rational therapy in general has not been 
obviated by the use of antibiotics in the 
management of patients with otitis or 
mastoiditis. 


antibiotics and chemotherapy are not foolproof. 
Mastoiditis is a bone disease which can smolder 
and spread while symptoms abate. 

As a consequence of this absence of alarming 
symptoms and findings, patients are observed for 
prolonged periods. No longer can one rely on the 
septic febrile course, chills, and proved bacteremia 
in patients with sinus thrombosis or on hemicranial 
pain, profuse aural discharge, and persistent and 
exquisite tenderness in patients with perisinus, epi- 
dural, or brain abscess. Complications, such as 
meningitis, labyrinthitis, and facial paralysis, appear 
without the usual warning symptoms of progressive 
mastoid disease. 


Advanced Mastoid Disease 


It has been our experience that advanced mas- 
toid disease can exist without the symptoms and 
signs which two decades ago were considered nec- 
essary in order to make the diagnosis of suppura- 
tive mastoiditis. We have repeatedly seen disease 
of the mastoid bone requiring surgery in patients 
having an intact, flat tympanic membrane with 
landmarks visible and with no fever or mastoid 
tenderness. In addition, roentgenograms of patients 
who have received antibiotics for long periods of 
time for otitic infections may offer misleading in- 
formation. Serious infection may be present in the 
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mastoid bone under these circumstances, without 
the usual evidence of destruction. Roentgenograms 
in these instances may show cloudiness without 
evidence of bony destruction; yet extensive infec- 
tion may exist in the mastoid bone. Operative inter- 
vention in such cases often discloses multiple areas 
of infection with softening but no dissolution of 
the bony septums. The following two cases are 
presented to illustrate this point. 

Case 1.—A 5-vear-old boy was admitted to the 
hospital with a seven-week history of fever after 
an acute upper respiratory infection, during which 
time he was treated with penicillin and other anti- 
biotics. On admission of the patient the tympanic 
membrane was flat and all landmarks were present. 
There was a smal] area of tenderness far back on 
the mastoid bone over the region of the emissary 
vein. Roentgenograms of the mastoid region were 
reported as showing “cloudiness of the mastoid but 
no evidence of destruction.” 

Operation revealed extensive bone destruction 
and creamy pus oozing from granulations over an 
exposed lateral sinus and middle fossa dura. Strepto- 
coccus hemolyticus was isolated from the pus. This 
patient had a badly diseased mastoid with peri- 
sinus and epidural abscesses, even though the tym- 
panic membrane was normal and the roentgeno- 
grams exhibited minimal findings. Penicillin had 
been administered for seven weeks. 

Case 2.—A 7-year-old boy became ill seven weeks 
prior to admission to the hospital, with pain in the 
right ear which disappeared after three days of 
administration of penicillin. Two weeks later pain 
returned in the right ear, and the temperature rose 
to 107 F (41.7 C). The patient was again treated 
with penicillin for several days. He was well until 
four days before admission, when there was a re- 
currence of earache, this time associated with vom- 
iting and temperature of 103.6 F (40 C). Penicillin 
therapy was resumed. Diplopia appeared on the 
day preceding admission. 

The positive findings on admission were a dull, 
intact right tympanic membrane with all land- 
marks present except the light reflex; tenderness 
over the right mastoid bone; and a paresis of the 
right sixth cranial nerve. A roentgenogram showed 
“diffuse haziness overlaying the entire right mas- 
toid region, obliterating the intercellular septums, 
and obscuring the pneumatic structures; there was 
no definite evidence of bone destruction.” Cerebro- 
spinal fluid was normal. While the patient was 
in the hospital, right hemicranial headache in- 
creased as well as general malaise. A mastoid- 
ectomy was performed two days after admission. 
All the cell walls appeared soft and necrotic. In 
the region of the tip there was extensive necrosis 
of the cells with necrotic granulations. The lateral 
sinus plate was necrotic. There was an extensive 
perisinus abscess with an organized blood clot 
between the sinus plate and sinus wall. 
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After operation there was rapid disappearance 
of the signs of meningeal irritation. The paralysis 
of the right external rectus muscle cleared in two 
days. Culture of material taken from the mastoid 
cavity failed to yield any micro-organisms. This 
child had meningeal irritation secondary to mas- 
toiditis with perisinus abscess which became evi- 
dent after six weeks of intermittent and inadequate 
antibiotic therapy. The middle ear appeared in- 
nocuous and had never discharged. 

Comment.—How can one be on guard as to the 
possibility of mastoid disease and its complications 
in this era of antibiotics? As previously stated, the 
infecting micro-organism must be determined and 
sensitivity tests made in every instance. Should an 
otitic infection persist behind an intact tympanic 
membrane, the secretion in the middle ear should 
be aspirated for culture. If evidence of an otitic 
infection persists after antibiotics or chemotherapy 
have been administered for a reasonable length of 
time, then the use of the antibacterial drug should 
be discontinued and the clinical course observed 
without the interference of such medication. As in 
the years before antibiotics were used, the element 
of time should play an important role in determin- 
ing the course of management. For instance, since 
Staph. aureus is a particularly destructive micro- 
organism in mastoid disease, it is our opinion that 
it is much safer to perform a mastoidectomy early 
in the course of the disease, when this is the in- 
fecting micro-organism. 

If an otitic complication is suspected, it is also 
wiser to permit the disease to manifest itself in 
its early stages rather than in an advanced state 
when life itself is threatened. At some point within 
the first few weeks after the onset of an otitic 
infection, it becomes imperative to know what is 
actually happening within the temporal bone. In 
this way adequate surgical procedures can be per- 
formed before the disease has progressed to a seri- 
ous degree, if antibiotic therapy and chemotherapy 
have failed. Experience has proved that thorough 
mastoidectomy performed at the proper time is far 
less dangerous than procrastination or neglect when 
disease of the mastoid bone exists. We believe that 
this point of view is especially pertinent in our age 
of antibacterial therapy. It is indeed to the patient's 
and doctor’s advantage to treat an uncomplicated 
mastoiditis rather than to cope with a masked 
complication. 

We would like to mention two unfortunate pa- 
tients whose clinical pictures were completely 
masked by prolonged antibiotic therapy and who 
ultimately died. One, a young girl, entered the 
hospital in coma with an extensive lateral sinus 
thrombosis and acute meningitis; the other, a young 
boy, was admitted to the hospital in coma with a 
large brain abscess. 
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Chronic Otitic Infections 

Special reference should be made to chronic otitic 
infections. Years ago the acute exacerbations usu- 
ally were caused by the common pyogenic micro- 
organisms, such as Str. pyogenes and Diplococcus 
pneumoniae, or occasionally by Staph. aureus. 
P. vulgaris, Ps. aeruginosa, and resistant Staph. 
aureus are now more frequently responsible for 
these infections. These micro-organisms in them- 
selves increase the incidence of the complications 
which are commonly associated with exacerbations 
of chronic infections, namely, cerebellar abscess, 
meningitis, acute labyrinthitis, and facial paralysis, 
and they do not yield to antibacterial drugs as do 
Str. pyogenes and D. pneumoniae. The following 
two cases are offered as illustrations. 

Case 3.—A 64-year-old man presented the com- 
plaint of pain in the left ear and left hemicranial 
headache of five weeks’ duration. The ear had been 
discharging for a short time. The ear pain and 
headache had progressed until it became very 
severe. In the fifth week, dizziness and impaired 
hearing and buzzing appeared in the left ear. Dur- 
ing the entire five weeks the patient had received 
penicillin. 

Examination revealed marked nystagmus to both 
left and right, tenderness over the left mastoid, 
and conductive deafness in the left ear, but hearing 
was present. The ear drum was yellowish, with a 
marginal posterior superior perforation, and there 
was no discharge. Roentgenograms of the mastoids 
showed “no evidence of bony breakdown or ab- 
scess formation of the body of the mastoid” and a 
“completely apneumatic mastoid with slight en- 
largement of the antrum.” 

An endaural radical mastoidectomy was_per- 
formed. The mastoid was sclerotic. A large choles- 
teatoma was found that had eroded the cerebellar 
and middle fossa plates and had caused partial 
necrosis of the labyrinthine capsule of the external 
semicircular canal. There were also infected granu- 
lations on the cerebellar and middle fossa duras. 
Culture of this mastoid yielded P. vulgaris. 

An acute exacerbation of symptomless chronic 
middle ear disease caused by P. vulgaris had been 
treated with penicillin for five weeks, while head- 
aches and labyrinthine symptoms increased. The 
findings in the middle ear remained minimal dur- 
ing this entire period. With eradication of the 
disease process, the patient made a complete 
recovery. 

Case 4.—A 76-year-old man had had a mastoidec- 
tomy on the right performed 50 years before. He was 
well until six months prior to admission to the 
hospital, when he developed pain in the right ear, 
with discharge. Pain became progressively worse, 
headache supervened, and his poor hearing became 
further impaired. The patient received a variety of 
antibiotics during the entire six months. 
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On admission of the patient, the tympanic mem- 
brane was intact and dull and presented no land- 
marks. The roentgenogram showed the old mastoid 
defect. It was found that a probe could be passed 
through granulations on the posterior canal wall 
into the mastoid. Discharge obtained from this 
tract yielded Ps. aeruginosa. 

At operation extensive disease was found in the 
remaining mastoid bone. There was necrosis of the 
posterior canal wall with necrotic granulations over 
the facial nerve. On the 17th postoperative day, 
the patient developed facial paresis, which became 
total. He was treated locally with neomycin sulfate. 
After three weeks the paralysis began to clear and 
ultimately disappeared. 

is is an instance of a Ps. aeruginosa infection 
in an acute exacerbation of a previously operated 
on mastoid which was treated for six months with 
a variety of antibiotics. At no time was a culture 
or, more important, a sensitivity test done. In spite 
of treatment with a variety of antibiotics, necrosis 
of the posterior canal wall and exposure of the 
facial canal wall developed. 

Comment.—The treatment of chronic otitic infec- 
tions in recent years has been greatly influenced 
by such new procedures as tympanoplasty, with a 
view to improving hearing. When dealing with 
otitic complications, we believe that all effort 
should be focused on treating the complications, 
with the conservation or improvement of hearing 
of secondary importance. Needless to say, physio- 
logical function must not be sacrificed when it can 
be safely maintained. 

The consideration of this subject would not be 
complete without a brief discussion concerning the 
present therapy of acute otitis media. The oto- 
laryngologist is called on to treat the acute middle 
ear infection very infrequently. These infections are 
treated mostly by our medical confreres, especially 
the pediatrician, and the method of therapy is in- 
variably the administration of penicillin, sometimes 
with other antibiotics, no matter how definite the 
evidence that pus exists under pressure behind the 
tympanic membrane. Those of us who have had 
the experience of exploring middle ears for con- 
ductive deafness have been impressed with the 
frequency with which adhesive processes and scar 
tissue have been found to enmesh the ossicles. 
These tissue reactions are most likely the result of 
previous infections. It is our opinion that purulent 
infections of the middle ear which are not properly 
drained, as is usually done when there is a collec- 
tion of pus anywhere, may occasionally lead to 
alterations in the middle ear which can result in 
impaired hearing. 

Again, because of the present variations in etio- 
logical agents in middle ear infections and in the 
sensitivity of these micro-organisms to antibiotics 
and the sulfonamides, it seems to us that the prin- 
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ciple of drainage of acute middle ear infections 
by myringotomy as additional therapy should be 
stressed more than ever, 


Conclusions 


The incidence of serious and life-threatening 
complications in mastoid disease has increased con- 
siderably during the era of antibiotics and sulfona- 
mides. This is largely due to indiscriminate and 
injucticious use of antibiotics and chemotherapeutic 
agents, the change in the causative micro-organisms 
in mastoititis and the development of resistance of 
these micro-organisms to these drugs, and the false 
security which these drugs provide which results 
iw wawarranted and undesirable prolonged therapy 
amt observation. 
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Hospitalization produces sudden and drastic 
changes in the pattern of the patient's life. It is a 
strange environment where one is exposed to all 
the stresses which accompany the lack of privacy. 
This feeling of helplessness and abandonment fos- 
ters even greater anxiety and apprehension. Opera- 
tions in early childhood may produce, as traumatic 
effects of these procedures, later phobic symptoms 
and feelings of having been drugged, gassed, or 
suffocated.’ Sleeplessness, restlessness, and agita- 
tion are among the disturbances in emotional ad- 
justment which have been described after surgery 
and anesthesia.* 

Patients with Heart Disease.—Patients with heart 
disease who have to undergo cardiac surgery pre- 
sent a particular problem and challenge. The word 
“heart,” as Wolff * expressed it, has become a sym- 
bol for the human spirit. Stress-producing life situ- 
ations, in association with feelings of anxiety and 
fear, produce changes in cardiovascular and respira- 
tory function. Under stress, the heart does not 
function normally. It functions inefficiently as to 
rate, rhythm, and coronary flow and takes a far 
longer time to return to the normal state. In fact, 
this is more operative under emotional stress than 
during physical exercise.” 

Anything interpreted as a threat to life can pro- 
duce bodily changes sufficient to destroy the organ- 
ism. As has been pointed out by Wolf °* the occur- 
rence of various arrhythmias in association with 
emotional distress is quite familiar. However, what 
is not readily recognized is that atrial fibrillation 
and ventricular tachycardia may be induced by 
circumstances that have a stressful meaning to the 
patient. What can be expected in patients with 
already damaged hearts or compromised circula- 
tions? These patients have made a long-term adap- 
tation to the progressive limitation of their activi- 
ties, in order to provide for their emergency de- 
fenses. 

Patients are incapacitated to varying degrees by 
heart disease. The way persons adjust to this dis- 
ease depends on their total personality organiza- 
tions and their life situations. On developing heart 
disease many patients have to alter their patterns of 
life. They are advised by their physicians to change 
their mode of living, including work habits as well 
as interpersonal relationships between members of 
the family. Since early childhood many of these 
patients have regarded this disability as a distinct 
threat to their existence. Most patients feel that, 
since they have been told all their lives to “take it 
easy,” not to strain their hearts, and to be careful 
about everything they do, they cannot tolerate an 
operation on the heart. Isn’t it dangerous? How can 
they survive? 

These patients are especially fearful of being 
placed in this helpless situation while under the in- 
fluence of anesthesia. They are concerned about the 
forthcoming operation and its outcome. They are 
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also aware of the anxieties of their close relatives, 
although these may never have been verbalized. 
Many even feel the anxieties of the physicians who 
recommend the surgery. To get a patient to consent 
to the operative procedure many doctors must con- 
front him with the seriousness of his disease for the 
first time. This further breaks down the patient's 
thin defenses and arouses even greater anxiety. 

While it is true that the reaction to the disease 
is not the same in all persons and depends on 
personality structure and the degree of physical 
incapacity and the duration and severity of the 
illness, heart disease has a variety of complex ef- 
fects and meanings to the patient. Cardiac disease 
is usually a serious ailment and often a chronic one. 
Its impact is great and it is accompanied by con- 
siderable psychological effects. The heavy emotion- 
al load a patient carries was clearly expressed by a 
well-known personality who said he was consumed 
with a “cold, clammy, clutching fear” prior to a 
thoracic operation. 


Techniques of Anesthesia 


Anesthesia for patients undergoing cardiac sur- 
gery requires the use of the least toxic medication 
and the lightest plane of anesthesia. In general, all 
that is needed for anesthesia in cardiac surgery is a 
combination of analgesia, amnesia, and muscular 
relaxation to provide the surgeon with a quiet field 
to work in.” Artusio,* in 1955, reported on ether 
analgesia for mitral valvulotomy and predicted that 
the analgesic state would be the narcosis of the 
future. Artusio obtained his results by allowing the 
patient to ascend from deep to light planes of an- 
esthesia. Bailey and co-workers ° also described a 
technique of anesthesia for cardiac surgery, which 
involved keeping the patient in a relatively light 
plane of anesthesia with barbiturates, narcotics, and 
muscle relaxants and administering 100% oxygen 
during most of the procedure. Sheiner '° has de- 
scribed a light zone of anesthesia through which the 
patient is guided by suggestions. He stated that it 
was not possible to reach the light zones of anes- 
thesia directly but that it was always necessary to 
deepen anesthesia to stage 3, plane 1, and then 
allow the patient to drift to the desired light state. 

Hypnosis.—It is well known that deep anesthesia 
may significantly impair myocardial function."’ The 
heart itself is relatively insensitive to pain from 
surgical intervention, and little analgesia is required 
for operations on the heart. The use of hypnosis 
offers a means of inducing a light plane of anes- 
thesia in the cardiac patient without first exposing 
him to the hazards of deep anesthesia. Hypnosis is 
indicated in these patients, because it is a method 
which is extremely effective in overcoming the fear, 
anxiety, and apprehension which accompany the 
anticipated surgery and anesthesia. It is valuable 
as a means of sedation and can in many instances 
reduce the premedication and often completely 
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eliminate it. It will aid in increasing patient coop- 
eration and assist in postanesthetic recovery. The 
use of posthypnotic suggestion will contribute to a 
more pleasant, comfortable, and rapid postoperative 
recovery. Properly used, posthypnotic suggestion 
can be effective in producing operative amnesia and 
improving postoperative morale and motivation 
toward getting well. 

Hypnosis can raise the pain threshold and reduce 
the postoperative need for depressant narcotics. 
The emotional state influences the thresholds of 
pain perception and reaction to pain. Pain percep- 
tion is dependent on the integrity of relatively 
simple and primitive neural fibers. Reaction to pain, 
however, is related to the highest cognitive func- 
tions and depends on the suprasegmental integra- 
tive cortical levels. Pain and anxiety are recipro- 
cally interrelated. Anxiety provides the soil in which 
pain can take root.'* The threshold of pain percep- 
tion can be raised by 40 to 50% through hypnosis. 

The employment of hypnotic techniques, in com- 
bination with minimal amounts of chemical anes- 
thetic agents (hypnoanalgesia ), will reduce toxicity 
and lessen the dangers of cardiovascular and car- 
diorespiratory depression. It will enable the cardiac 
patient to undergo the rigors of surgery and anes- 
thesia with less risk and greater safety. In rare 
instances, hypnosis alone is effective (hypnoanes- 
thesia); this offers the greatest benefit and advan- 
tage to the patient. 

Last year I ** described the use of hypnoanalgesia 
for open-heart surgery in two children. I am report- 
ing here further experiences with the use of hypno- 
analgesia and hypnoanesthesia in cardiac surgery. 
The operative procedures include the closure of 
interatrial septal defects in three children and mitral 
commissurotomy in four adults, performed under 
hypnoanalgesia. Also, the first mitral commissurot- 
omy performed entirely under hypnosis (hypno- 
anesthesia ) is being reported. 

The opportunity for the use of hypnosis is en- 
hanced in persons undergoing cardiac surgery, be- 
cause these patients are usually admitted to the 
hospital several days prior to the scheduled opera- 
tion. This makes them available for interview by 
the anesthesiologist and presents him with the 
time necessary for the successful use of hypnotic 
techniques. The technique used should be one 
which is most suitable for the patient and one 
which seems most natural to the doctor and with 
which he feels most comfortable. I have found the 
most satisfactory technique in these patients to be 
a method of progressive relaxation. Relaxation will 
lower the state of tension and relieve the oppres- 
sive effects of the emotions on the bodily functions. 
Many of these patients can be hypnotized to some 
degree, but total and complete anesthesia requires 
a person capable of reaching a somnambulistic 
level of hypnosis. 
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During surgery an intravenous infusion is started 
in every patient to allow for the administration of 
fluids, blood, or any drug, should it be needed to 
maintain a smooth, safe course of anesthesia. No 
unnecessary risk is ever taken with any patient. 
Oxvgen is always administered. No patient is ex- 
posed to possible noxious reflex action; for example, 
on laryngoscopy, the vocal cords and trachea are 
spraved with topical anesthesia to prevent possible 
laryngeal spasm or vagal arrest during intubation. 
An airway is always inserted to allow for deeper 
and more adequate respiration. Endotracheal intu- 
bation may not always be as easy in a hypnotized 
as it would be in a totally curarized patient. Pa- 
tients may often move. However, this does not 
interfere with the procedure. Furthermore, the 
patient has no memory of this. After intubation 
100% oxygen only is administered. The patients tol- 
erate the endotracheal tube without any difficulty. 

From time to time small amounts of 0.2% suc- 
cinylcholine solution may be added to the intra- 
venous infusion, in order to facilitate the surgery 
by providing a quieter operative field. Under hyp- 
noanalgesia minimal amounts of chemical anes- 
thetic agents are needed, and under hypnoanes- 
thesia no anesthetic agents are needed. When the 
operation is completed the patients are awakened 
gradually by dehypnotization after appropriate 
posthypnotic suggestions have been given, regard- 
ing postoperative comfort and relaxation and the 
ability to breathe deeply and to cough easily when 
requested to do so. Response to posthypnotic sug- 
gestions has been very satisfactory. 


Report of Cases 


Child Patients.—Children, because of their ability 
to project an image and create a fantasy, make 
unusually good hypnotic subjects."* The following 
cases involved three children, aged 10, 11, and 15, 
who were operated on for closure of an interatrial 
septal defect, under hypnoanalgesia. 

Case 1.—A 10-year-old girl was admitted to the 
hospital for surgical repair of an interatrial septal 
defect. She was seen two days prior to operation 
and was able to enter a partial hypnotic trance by 
means of an image-projection technique. The morn- 
ing of surgery she was given as premedication pen- 
tobarbital sodium, 50 mg., and diphenhydramine 
(Benadryl) hydrochloride elixir, 1 dr. (4.5 cc.), at 
6:30 a. m. She was brought to the operating room 
at 7:45 a. m. in a calm, relaxed state. At 8 a. m., 
after being placed on the operating table, she was 
rehypnotized in response to a given signal. A cathe- 
ter was securely placed into the right antecubital 
vein and 75 mg. of thiamylal (Surital) sodium in- 
jected intravenously. Prior to intubation alphapro- 
dine, 10 mg., and succinylcholine, 10 mg., were 
also injected intravenously. Endotracheal intubation 
was performed without difficulty and 100% oxygen 
administered throughout the procedure. 
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Prior to incision, at 8:30 a. m., 25 mg. of thi- 
amylal was again injected. After a right-sided tho- 
racotomy was performed, the child was put on 
cardiac bypass (pump oxygenator) at 11:37 a. m. 
The heart was opened at 11:39 a. m., and the inter- 
atrial defect was closed with silk sutures within 
four minutes. During the cardiotomy the child 
opened and closed her eyes on command. She was 
taken off the pump oxygenator at 12 noon and the 
operation was completed at 2 p. m. At the end of 
the procedure suitable posthypnotic suggestions 
were given and extubation was performed. The 
child was then awakened and was happy to know 
that the procedure was completed. She made an 
uneventful recovery and required minimal amounts 
of narcotic drugs postoperatively. 

Case 2.—An 11-year-old boy weighing 98 lb. 
(44.5 kg.) was admitted for surgical repair of an 
interatrial septal defect. He was seen two days be- 
fore surgery and responded well to hypnotic sug- 
gestion. The morning of surgery he was given seco- 
barbital, 50 mg., and diphenhydramine, 25 mg., as 
premedication. One hour later he was taken to the 
operating room and at 7:30 a. m. was rehypnotized 
by response to a prearranged signal. A catheter was 
securely placed in the right antecubital vein and 
100 mg. of thiamylal sodium injected intravenously. 
Endotracheal intubation was performed without 
difficulty after the intravenous injection of succinyl- 
choline, 20 mg., and alphaprodine, 10 mg., and 
100% oxygen was administered throughout the pro- 
cedure. After the necessary intravenous and arterial 
cut-downs were done, the operation began at 9:35 
a.m. 

Just prior to the incision an additional 10 mg. of 
alphaprodine was given intravenously. Right-sided 
thoracotomy was performed, and the boy was put 
on the pump oxygenator. The auricle was opened 
at 11:41 a. m. and closed at 12:12 p. m., during 
which time a large interatrial septal defect was 
satisfactorily closed. The operation was completed 
at 1:45 p. m. Appropriate posthypnotic suggestions 
were given and then the boy was asked to awaken. 
He was then asked to remove the endotracheal 
tube by himself. This he did with ease. He made 
an uneventful recovery. 

Case 3.—A 15-year-old girl weighing 115 lb. 
(52.2 kg.) was admitted to the hospital for surgi- 
cal closure of an interatrial septal defect. She was 
interviewed the day prior to surgery and responded 
well to suggestions of relaxation but not to sug- 
gestions of anesthesia. An attempt was made to 
condition her to acceptance of cold, since the oper- 
ation was to be performed under hypothermic 
anesthesia. Her response was difficult to interpret, 
but I nevertheless felt encouraged to go ahead. 
The morning of surgery she received as premedi- 
cation secobarbital, 100 mg., and diphenhydramine, 
25 mg. She was brought to the operating room 
awake but relaxed. At 10 a. m., with use of a 
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hypnotic induction technique, a catheter was placed 
in her left antecubital vein and an intravenous in- 
fusion of 5% dextrose in water begun. Thiamylal 
sodium, 100 mg., was injected and again sugges- 
tions of well-being while cold were given. Endo- 
tracheal intubation was performed after the intra- 
venous injection of 20 mg. of alphaprodine and 
20 mg. of succinylcholine. Throughout the proce- 
dure 100% oxygen was given. 

The patient was placed in an ice-water bath 
and after 30 minutes was taken out; her body 
temperature had reached 34 C (93.2 F). While in 
the bath the patient received an additional 30 mg. 
of succinylcholine and 100 mg. of thiamylal intra- 
venously to prevent shivering. Her temperature 
leveled off at 32.5 C (90.5 F), and the operation 
was begun at 11 a. m. A right-sided thoracotomy 
was performed. The interatrial defect was success- 
fully closed within four minutes. The operation 
ended at 2:15 p. m., by which time the patient’s 
esophageal temperature had risen to 34 C. Warm- 
ing was begun immediately after completion of 
surgery. When the temperature reached 36 C 
(96.8 F) the patient removed the endotracheal 
tube herself. Posthypnotic suggestions were given, 
relevant to well-being, comfort, and ability to 
breathe deeply and cough adequately. At 4 p. m. 
her temperature had reached 36.5 C (97.7 F) and 
she was taken to the recovery room in good con- 
dition. She made an uneventful recovery. 

Adult Patients.—Adults, as well as children, can 
benefit from the use of hypnosis in combination 
with reduced doses of anesthetic drugs. In the 
following four patients mitral commissurotomy was 
performed under hypnoanalgesia. 

Case 4.—A 56-year-old woman was admitted for 
mitral commissurotomy. She was seen the night 
prior to surgery and responded well to hypnotic 
suggestion. The morning of surgery she received 
secobarbital, 50 mg., and diphenhydramine, 50 mg., 
as premedication. She was brought to the operating 
room awake but relaxed. For 15 minutes prior to 
induction of anesthesia the patient was given 100% 
oxygen to breathe. An 18-gauge needle was se- 
curely placed in a vein of the right hand and 
an infusion of 5% dextrose in water begun. At 
9:20 a. m. 75 mg. of thiamylal sodium was injected 
intravenously. At the time the drug was injected 
the patient was again hypnotized. Under direct 
vision the larynx and trachea were sprayed with 
5% topical hexylcaine solution. An endotracheal 
tube was inserted and 100% oxygen was adminis- 
tered throughout the procedure. Just prior to the 
incision, at 9:40 a. m., 20 mg. of alphaprodine was 
injected intravenously. The chest was opened at 
10:20 a. m., at which time the patient was able 
to open her eyes on command. Valve fracture was 
performed at 10:52 and 10:57 a. m., and the pa- 
tient was able to respond by opening her eyes, 
when asked to, after each fracture. The operation 
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was completed at 12:15 p. m., and the tube was 
removed after posthypnotic suggestions were given. 
On extubation the patient was awakened. She re- 
sponded in a most satisfactory way and made an 
uneventful recovery. Minimal doses of narcotics 
were required postoperatively. 

Case 5.—A 52-year-old woman was admitted for 
mitral commissurotomy. She was seen two days 
prior to surgery and responded well to hypnotic 
suggestion. The morning of surgery she received 
secobarbital, 50 mg., and diphenhydramine, 50 mg. 
She was brought to the operating room awake but 
calm. Hypnosis was reinduced in the operating 
room and an infusion of 5% dextrose in water was 
begun intravenously. Thiamylal sodium, 100 mg., 
and alphaprodine, 20 mg., were injected intrave- 
nously. Endotracheal intubation was performed 
with ease after the vocal cords were sprayed with 
5% topical hexylcaine solution. Throughout the pro- 
cedure 100% oxygen was administered. Prior to 
incision an additional 50 mg. of thiamylal sodium 
was injected. The entire procedure took two hours, 
during which time the mitral valve was fractured 
three times. The patient was able to open her eyes 
on command after each fracture. At the end of the 
operation the patient was given appropriate post- 
hypnotic suggestions and extubation was performed. 
Then she was asked to awaken, which she did 
immediately. Postoperatively she required minimal 
amounts of sedative drugs and made an uneventful 
recovery. 

Case 6.—A 58-year-old woman was admitted for 
mitral commissurotomy. She was seen the night 
prior to operation and was able to respond to 
hypnotic suggestions only so far as relaxation was 
concerned. The morning of surgery she was given 
secobarbital, 50 mg., and diphenhydramine, 25 mg. 
A catheter was inserted into the right antecubital 
vein, and, during the induction of anesthesia with 
150 mg. of thiamylal sodium, hypnosis was again 
attempted. In order to obtain proper visualization 
during laryngoscopy 20 mg. of alphaprodine and 
30 mg. of succinylcholine had to be given intra- 
venously. The operation lasted for two and one- 
half hours, during which time the patient received 
100% oxygen only and an additional 50 mg. of 
thiamylal sodium. Mitral commissurotomy was per- 
formed successfully, and at the completion of sur- 
gery the endotracheal tube was removed. The 
patient was awakened soon thereafter. Posthyp- 
notic suggestions were given prior to awakening 
but she nevertheless required average doses of 
postoperative narcotics. She made an uneventful 
recovery. 

Case 7.—A 39-year-old woman was admitted for 
mitral commissurotomy. During the previous year 
she had had several episodes of cerebral emboliza- 
tion, from each of which she recovered. She was 
interviewed two days prior to surgery and found 
to be an excellent hypnotic subject. She was able 
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to reach a deep trance level. She was seen again 
the next day and hypnosis was reinduced, with 
emphasis on producing anesthesia of the chest. 
She responded very well. The morning of surgery 
she was taken to the operating room asleep in 
response to posthypnotic suggestion. She was given 
no premedication. She was rehypnotized in the 
operating room in response to a prearranged signal. 
An intravenous infusion of 5% dextrose in water 
was begun and 100 mg. of thiamylal sodium was 
injected intravenously. Endotracheal intubation 
was performed with ease, after the vocal cords 
were sprayed with 5% hexylcaine topical solution. 
Throughout the procedure 100% oxygen was given. 
To insure that the patient would remain quiet 
during the first valve fracture 30 mg. of succinyl- 
choline was given intravenously. The patient was 
able to open her eyes on command after each at- 
tempt at valvular fracture, which was performed 
three times. 

At the termination of the operation, two hours 
later, she was given appropriate posthypnotic sug- 
gestions with regard to comfort, relaxation, and the 
ability to breathe deeply and cough adequately. 
She was then asked to remove the endotracheal 
tube herself, which she did. She was then taken 
to the recovery room and asked to awaken, and 
she responded immediately. This patient made an 
uneventful recovery, requiring no narcotic drugs 
postoperatively. 

Hypnoanesthesia.—The operation of mitral com- 
missurotomy has, until now, never been performed 
with the patient entirely under hypnosis. The case 
I am about to describe is the first mitral commis- 
surotomy on record in which hypnosis was the sole 
means of anesthesia. 

Case 8.—A 42-year-old woman entered the hos- 
pital for mitral commissurotomy. Two years prior 
to this she had undergone an operation for multiple 
vein ligation and stripping under hypnoanalgesia, 
which I reported previously.'* Because of the suc- 
cessful result obtained in the former operation she 
was sufficiently motivated to have the mitral com- 
missurotomy performed under hypnosis. She was 
seen three days prior to surgery and responded 
extremely well to hypnotic suggestions. During the 
three-day conditioning period she was able to 
reach a deep trance level and achieve complete 
anesthesia of the chest wall. Because of her re- 
sponse I felt encouraged to attempt the procedure 
entirely under hypnosis. The night prior to surgery 
she was given no sedative drugs and slept well all 
night in response to posthypnotic suggestion, The 
morning of surgery, at 7 a. m., she was rehypno- 
tized in her room and brought to the operating 
room in a deep hypnotic trance. She was given 
oxygen to breathe for 10 minutes, during which 
time an intravenous infusion of 5% dextrose in 
water was begun. Endotracheal intubation was 
performed, after the vocal cords were sprayed with 
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5% hexylcaine solution. The operation began at 
7:45 a. m. Throughout the procedure the patient 
was able to open and close her eyes in response 
to command. She tolerated the endotracheal tube 
without any difficulty. Throughout the entire opera- 
tive procedure 100% oxygen was administered. At 
one point during the operation, when it was neces- 
sary to facilitate the surgery by making the opera- 
tive field quieter, 30 mg. of succinylcholine was 
given by intravenous drip. This was the only drug 
which the patient received during the procedure. 
Succinylcholine is a muscle relaxant with no anal- 
gesic or anesthetic effect. When the operation was 
completed, at 10 a. m., the patient was awakened 
gradually by being brought out of the hypnotic 
trance. Prior to awakening she was given posthyp- 
notic suggestions relative to comfort, deep breath- 
ing, and ease of coughing and was told that she 
would be asked to remove the endotracheal tube 
by herself. She was then asked to awaken. With 
the endotracheal tube still in situ the patient was 
asked to shake my hand and to squeeze it tightly. 
She responded readily. She was informed that the 
operation had been completed and was performed 
successfully under hypnosis. After aspiration (by 
suction) of the mucus from the mouth, pharynx, 
and trachea the patient was asked to remove the 
endotracheal tube and hand it to me. She re- 
sponded readily. She was then asked to wet her 
lips and to stick out her tongue, which she likewise 
was able to do. She was taken to the recovery 
room, wide awake and alert, but with total opera- 
tive amnesia. During the postoperative period, she 
required no narcotics or sedative drugs. She made 
a rapid and splendid postoperative recovery. 


Comment 


What is the advantage of having the patient 
remove her own endotracheal tube? This informs 
us that the patient is completely awake and capa- 
ble of a coordinated muscular effort, the perform- 
ance of which requires a high level of integration. 
It also indicates that no serious cerebral embolic 
phenomena have occurred during surgery. 

Although anesthesia by means of hypnosis cannot 
be induced in every patient as surely as chemical 
anesthesia, and therefore will never replace or uni- 
versally substitute for chemical anesthetic agents, 
there is much to be gained by the use of hypnosis 
in suitable cases. Hypnosis has a great deal to offer 
the anesthesiologist in the proper management of 
preoperative fear, anxiety, and tension. In cardiac 
surgery it enhances the patient’s ability to with- 
stand the surgical and anesthetic procedures. The 
use of posthypnotic suggestion will also aid the 
patient in his postanesthetic and postoperative 
recovery. 

Hypnosis is not a substitute for proper medical 
therapy or good surgical handling of the patient. 
What is needed for the sick patient is what Meyer 
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has called “warmth without heat, light without 
fire, and air without drafts.” '* The calm, quiet, 
kind reassurance which can be induced with hyp- 
notic techniques may give the patient an inner 
peace and fortitude that cannot be equaled by 
tranquilizing drugs. It offers the patient a warm 
and steady hand which can help guide him safely 
through the anticipated surgical and anesthetic 


Conclusions 


Hypnosis can be an invaluable aid in the anes- 
thetic management of the patient undergoing car- 
diac surgery. Its effective applications include the 
allaying of fear, the quieting of anxiety, reduction 
of the total anesthetic dose, the production of anal- 
gesia and anesthesia, a safe and amnesic surgical 
journey, and, as a result of posthypnotic sugges- 
tion, a pleasant postoperative recovery and a greater 
motivation toward getting well. 

Hypnoanalgesia was successfully employed in 
the closure of interatrial septal defects in three 
children and in mitral commissurotomy in four 
adults. The first mitral commissurotomy performed 
with hypnosis as the sole means of anesthesia has 
also been documented. 


507 N. Arden Dr. 
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ADDICTION, ADDICTING DRUGS, AND THE ANESTHESIOLOGIST 


Edward R. Bloomquist, M.D., Glendale, Calif. 


At first glance anesthesiology may seem far re- 
moved from addiction. Actually, anesthesiologists 
have a close professional and, occasionally, personal 
_ interest in this subject. Anesthesiology is unique in 
that all patients benefiting from this service receive 
a combination of drugs which possess a high addic- 
tion potential. 

To use these drugs intelligently one must have 
an extensive background in pharmacology, chem- 
istry, and physiology. This education is a_pre- 
requisite for the safe administration of currently 
available anesthetics and enables the anesthesiolo- 
gist to make decisions which affect not only health 
but life itself. It further contributes to proper 
management of unusual problems which may arise. 
An example of this is the situation which occurs 
when a narcotics addict becomes a surgical risk. 

While narcotics addiction is more likely to be 
seen by physicians practicing in heavily populated 
areas, it does not follow that doctors in other areas 
can dismiss from their minds the possibility of hav- 
ing an addict as a patient. Americans are on the 
move, and as this continual relocation occurs ad- 
dicts are scattered throughout the country and 
inevitably thrown into contact with potential 
addicts. This type of association is one of the prime 
factors in the spread of addiction. 

Four states currently contain 77% of known ad- 
dicts: New York (45%), Illinois (14%), California 
(13%), and Michigan (5%). Following at a distance 
with a less intensive problem are Texas, the Dis- 
trict of Columbia, Missouri, Ohio, New Jersey, and 
Pennsylvania. ° 

According to latest figures 59% of addicts are 
Negro, 27% Americans of European stock, 7% 
Puerto Rican, 5% Mexican, and 2% miscellaneous. ' 
Sociological factors apparently play a major role 
in addiction among Negroes, whereas the prime 
factor among Caucasians seems to be personality 
disturbance. Although no single factor is univer- 
sally accepted as the cause of addiction, the prob- 
lem is generally recognized as a sad reflection of 
the critically unbalanced social, moral, and cultural 
state of our present civilization. As such, it is im- 
portant to all of us. 

No one can quote, without debate, a figure which 
represents the exact number of addicts in America. 
Although this number may not be known, enough 
are present to create a problem. And since addicts 
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Patients who are addicted to narcotics 
pose a special problem to the anesthesi- 
ologist because they sometimes require 
unusually large doses of premedicants and 
anesthetics, manifest withdrawal symptoms 
while in the hospital, develop complications 
(e. g., tetanus and hepatitis) from previous 
infections, or act in devious ways to conceal 
or satisfy their need for narcotics. Any drug 
with analgesic, relaxant, or euphoric proper- 
ties is potentially addicting. This applies to 
meprobamate as well as to meperidine. It 
also applies to volatile anesthetics like nitrous 
oxide and fluothane. Anesthesiologists are 
advised to refrain from sampling anesthetic 
drugs for any reason. When a physician uses 
potentially addicting drugs to relieve pain he 
exercises a sacred right, but he also assumes 
tremendous responsibilities. 


periodically need surgery, the management of their 
addiction and its relationship to anesthetic and 
analgesic requirements is a matter of interest to all 
anesthetists. 


Recognition of Addiction 


Statistical Picture—The general statistical pic- 
ture of the addict is indicative but not always 
specifically applicable. Of currently known addicts 
60% are between the ages of 21 and 30 years. Only 
12% are aged under 21. Seventy-eight per cent are 
male. Diacetylmorphine (heroin) is the preferred 
drug among addicts outside the medical profession, 
whereas the latter prefer meperidine (Demerol) 
hydrochloride. Among diacetylmorphine addicts 
over 90% begin the treadmill through the use of 
marijuana.’ 

One cannot describe a satisfactory personality 
picture of the addict, because it will vary with the 
circumstances under which he is seen. Psychiatrists 
and social workers often find him quite likable, for 
the addict usually responds to genuine personal 
interest. Law enforcement authorities, on the other 
hand, see an entirely different picture. 

It is purely a matter of conjecture which face the 
addict will show when confronted with an emer- 
gency surgical situation where, at best, he faces a 
controlled withdrawal from narcotics. Successful 
management of the addict under these circum- 
stances depends to a great extent on the attending 
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physician’s awareness of the problem and its rami- 
fications and the tact and sympathy with which he 
faces the situation. 

Physical Examination.—Physical examination may 
reveal many of the telltale age-old signs of narcotics 
addiction. Pinpoint pupils and needle marks on the 
skin overlying accessible veins, accompanied by 
varying amounts of phlebitis, cellulitis, scarring, 
and venous occlusion, may serve as pathogno- 
monic signs. The antecubital area, frequently the 
one preferred for injections, may be cbscured by a 
tattoo, obtained in an effort to minimize evidence. 
The addict, however, is as aware of the significance 
of needle marks as are authorities and often uses 
veins other than the antecubital. Some of these 
veins are between the fingers and toes, behind the 
knees, on the dorsal aspect of the hand or foot, and, 
rarely, the external jugular.’ 

Withdrawal symptoms also serve in diagnosis if 
withdrawal is imminent. Sneezing, anxiety, yawn- 
ing, goose flesh, nausea, and vomiting are most 
often seen. 

Diagnostic Test.—The nalorphine (Nalline) hy- 
drochloride test, with the antagonist administered 
in 3-mg. doses under a controlled clinical situation, 
causes the pupils of persons who have recently 
received narcotics to dilate. There are many legal 
and medical problems associated with this exami- 
nation, however, and interested physicians are ad- 
vised to acquaint themselves thoroughly with the 
problems that may occur before performing this 
test.” 

Attitude._Friendly interest, reassurance, the 
ability to withstand verbal assaults without undue 
remonstrance, and a patient explanation of why it 
is so important to obtain a complete history will 
frequently encourage cooperation and make the 
diagnosis easier. 

It is suggested that anesthesiologists include the 
question, “To what drugs have you been addicted?” 
to their routine questions, inasmuch as the list of 
drugs with potentially addicting properties is con- 
stantly increasing. The question, “Have you ever 
been addicted to—” is a rather poor one, for it per- 
mits the patient simply to avoid the issue with a 
negative response, the doctor often being none the 
wiser. 

Special Considerations 


If a history of addiction is obtained, several fac- 
tors should be considered. If the addiction is past 
history, the use of narcotics should be avoided if 
it is clinically permissible. The judicious use of 
_ barbiturates, tranquilizers, and scopolamine in such 
cases usually provides the desired pharmacological 
effect, and the hazard of readdiction is avoided. 
For, while it is not true that “once an addict, al- 
ways an addict,” it can be stated with a degree of 
accuracy that once an addict, always a_ potential 
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If narcotics are required to control pain, they 
should be used in adequate amounts. The patient 
must have an individually tailored program, how- 
ever, and attenuation of the dosage must be at- 
tempted as soon as possible. A most useful adjunct 
in controlling pain and apprehension, so often over- 
looked in the increased tempo of modern medicine, 
is the frequent visiting of the patient by his phy- 
sicians. Sedatives and analgesics are useful weap- 
ons in the fight against pain and anxiety, but they 
are poor substitutes for personal attention. 

If the patient is currently addicted, surgery 
should, if possible, be postponed until withdrawal 
is accomplished. Management is much easier if the 
addict is not concerned about potential withdrawal 
symptoms. More important, tolerance is reduced so 
pain can be controlled with reasonable quantities 
of analgesics. 

Tolerance varies remarkably with the individual. 
A case in point is that of a young man who recently 
asked officers of the Los Angeles narcotics squad to 
arrange for treatment of his addiction. His toler- 
ance was so great that he could not keep ahead of 
withdrawal symptoms, particularly since he de- 
pended on theft as a source of supply. At the time 
seen, he was using 20 tablets of 1/16 grain (0.004 
Gm.) of dihydromorphinone (Dilaudid) hydrochlo- 
ride intravenously every four hours.* 

If the patient is addicted and surgery cannot be 
postponed, narcotics should be reasonably admin- 
istered to provide comfort before and after surgery. 
The patient’s addiction, however, does not provide 
a reason to be careless in administering drugs. Fur- 
thermore, surgical convalescence is not a contrain- 
dication to withdrawal of narcotics, when the pa- 
tient’s condition permits. Only careful observation 
can make withdrawal under these circumstances a 
success, however, for one must constantly try to 
differentiate between somatic pain and psychologi- 
cal distress or misrepresented pain; the addict, par- 
ticularly if personnel are unaccustomed to working 
with addiction, can frequently manipulate the situ- 
ation to his advantage. 

When an addicted person needs emergency sur- 
gery, the following factors should be taken into 
consideration. 1. It is unlikely that adequate veins 
will be available at the time of the operation. Be- 
cause of this, cut-downs should be planned prior to 
surgery. 2. Administration of narcotics must be kept 
to a minimum and terminated as quickly as pos- 
sible. This plan should be outlined from the first, so 
the addict will have no misinterpretation of what 
can be expected. 3. Some addicts require large 
amounts of intravenously administered barbiturates 
to obtain the full effect. Youth may be one of the 
factors that contribute to this increased tolerance. 
Not infrequently the patient will also have a history 
of alcoholism.* 4. Individual response to preanes- 
thetic and postanesthetic sedatives and analgesics 
is unpredictable, and optimum medication cannot 
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always be achieved. As a working example, the 
U. S. Public Health Service Hospital at Lexington, 
Ky., gives the average adult addict morphine sul- 
fate, 10 mg.; scopolamine, 0.6 mg.; and pentobarbi- 
tal, 100-200 mg., for premedication. Chlorproma- 
zine, 25 mg., is added as indicated. 5. Addicts may 
require more postoperative analgesia initially than 
nonaddicts, a factor which makes close observation 
essential. 6. Some physicians who manage addicts 
as surgical patients feel that they do not tolerate 
stress too well. Until future studies clarify this 
point, it is well to anticipate possible adrenal cor- 
tical insufficiency during surgery.” 7. If facilities are 
available where management of addiction is com- 
mon practice, it is well to consider sending the 
patient to these facilities for both withdrawal and 
definitive care. 

In recent years a newly recognized syndrome of 
narcotics addiction and withdrawal in babies born 
of pregnant women addicted to diacetylmorphine 
has been described. It is important that physicians 
be aware of this possibility, for improper treatment 
or lack of treatment may result in the death of 
the newborn infant. When the umbilical cord is 
clamped the child is forthwith deprived of his nar- 
cotics supply. Unless quickly recognized this de- 
privation may be fatal, particularly if the mother 
has developed a high tolerance and/or has had a 
recent injection of narcotics. 

Schneck* has outlined several symptoms which 
may be incorrectly interpreted unless the attending 
physician is aware of this syndrome. The babies are 
restless and irritable and emit a relatively continu- 
ous, high-pitched, piercing scream. As is true of 
adult addicts in withdrawal the babies yawn, are 
sleepy, sneeze, sweat, and have stuffy noses and 
copious secretions. Anorexia, vomiting, and diar- 
rhea are also observed, and, more important, con- 
vulsions. The latter symptom is often mistaken for 
brain damage, and valuable time is lost waiting for 
a neurological evaluation. 

In the meantime the combination of vomiting, 
increased mucus, and the usual problems that occur 
with the respiratory physiology and anatomy of the 
newborn infant may lead to sudden respiratory 
failure. 

An additional hazard exists if the mother has 
been given narcotics without the physician’s aware- 
ness of her addiction, and the resulting symptoms 
in the child are interpreted as narcotic depression. 
For if nalorphine is given under these circum- 
stances, the baby may die. 

The death rate thus far has been quite high 
among addicted newborn infants. Treatment, if 
instituted early, may reduce this mortality. Sug- 
gested measures include aspiration, oxygen as in- 
dicated, and administration of methadone, tran- 
quilizers, or both, in diminishing amounts. 

The situation can be unpleasant. Few, if any, 
addicted mothers seek prenatal care, arriving at the 
last minute because of necessity. They may exhibit 
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signs of preeclampsia, infected veins, hepatitis from 
contaminated needles, and, because many resort to 
prostitution, venereal disease. Cooperation may be 
minimal, with a number leaving the hospital against 
consent to avoid withdrawal symptoms. In those 
who stay it is often difficult to manage withdrawal 
because of narcotics smuggled to the patient by 
friends.“ 

Several complications caused by group use of 
contaminated needles may occur in addicts and 
subsequently affect the choice and administration 
of anesthesia. Among those reported thus far are 
malaria, septicemia, cellulitis, phlebitis, venereal 
disease, bacterial and mycotic endocarditis, teta- 
nus, and hepatitis.” The latter two complications 
are most frequently seen. 

e occurrence of tetanus in narcotic addicts was 
first reported in an editorial in the Lancet in 1876. 
Since then several series of case study reports have 
appeared. One of the largest is that of Levinson 
and co-workers,'” who surveyed 22 cases of tetanus, 
12 of which were in diacetylmorphine addicts. 
Addicted tetanus victims were found to be younger 
than nonaddicts in this series (75% of addicts were 
between 20 and 30 years of age, as contrasted to 
60% of nonaddicts who were over the age of 40). 
Of the addicts 75% were female. All were Ne- 
groes. All addicts lapsed into coma, with higher 
temperatures, much sooner than nonaddicts (12-36 
hours). Copious secretions complicated an already 
difficult situation. Most nonaddicts complained of 
trismus as the first symptom, but addicts initially 
noted a stiff neck or back, or both. 

Although treated in the same manner a 100% 
mortality prevailed among addicts, whereas only 
40% of nonaddicts died. This was attributed to 
delayed diagnosis because of the addicts’ reluctance 
to seek hospitalization until too late. 

Hepatitis constitutes a general problem, since 
certain persons with or without evidence of hepatic 
disease may be carriers for several years. Thus, the 
addict may well be an important epidemiologic 
factor in spreading this disease. A series of five 
cases acquired from the same contaminated needle 
and medicine dropper, in addicts ranging in age 
from 15 to 24 years, was recently reported."' And, 
interestingly, Havens has commented on the history 
of an 18-year-old addict who suffered three sepa- 
rate attacks of self-limited jaundice, caused by 
immunologically different virus, within a period of 
two years.'* In suspicious cases, the presence of 
hepatitis may be an assisting factor in establishing 
a diagnosis of narcotics addiction. 


Prevention 


Much has been said about the treatment of ad- 
diction and its complications. More worthwhile, 
however, is a discussion of the prevention of addic- 
tion. 

When a physician decides to use potentially 
addicting drugs to relieve pain, he employs a 
sacred and marvelous right. He also assumes tre- 
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mendous responsibilities. It is impressive that, 
while 80% of addicts admitted to the U. S. Public 
Health Hospital in Lexington, Ky., in 1957, were 
social addicts (persons receiving drugs from illicit 
sources), 20% were medical addicts—persons who 
became addicted while taking drugs for therapeutic 
purposes and who depended on physicians for their 
source of supply. The opiate principally involved in 
the latter cases was meperidine."” 

Meperidine is also the preferred narcotic among 
addicted members of the medical profession. Easily 
acquired and simply given, it produces a relaxation 
which relieves tension and, for a time, the prob- 
lems of a busy practice or disturbed personality 
seem to disappear. 

Significantly, this drug went through a long pe- 
riod of sales promotion which declared it free from 
addicting properties. It was hoped that this type of 
promotion would never mislead the profession again, 
for it is now recognized that any drug with anal- 
gesic, relaxant, or euphoric properties is potentially 
addicting. But not long ago a similar unfortunate 
campaign promoted meprobamate (Miltown, Equa- 
nil) as a safe psychological cure-all. Too late some 
are finding that it, too, is addicting. 

Recently a doctor was sued for $301,000. The 
charge: A 36-year-old woman had been addicted 
to narcotics by her physician. One of the factors 
which irritated her was that he allegedly was using 
part of the narcotics prescribed for her for his own 
purposes. The case was settled out of court. 

Experiences with varying phases of justice have 
created a growing tendency among contemporary 
American physicians to practice medicine with one 
eye focused on the patient and the other on his 
attorney. This antediluvian situation has caused far 
more harm than good. One important reaction, 
sometimes fortunate, sometimes not, has arisen 
from it—doctors have developed an extreme sense 
of caution. In narcotics addiction this has been an 
asset, for caution is the watchword in its preven- 
ae Responsibility of Physician 

When a physician elects to use narcotics as a part 
of his armamentarium, he should review certain 
facts. 

Does the patient really need narcotics, or would 
personal attention, discussion, encouragement, and 
the use of physical therapy or regional anesthesia 
be a better choice for subduing pain or allaying 
anxiety? Far too often one hears an attending phy- 
sician comment to his resident, “Give him my 
routine orders for pain.” There are no routine orders 
for pain. Nor is there any excuse for the standing 
order, “narcotic X q 3-4 hours p. r. n. pain,” unless 
this statement is evaluated daily as the changing 
needs of the patient are considered. 

Analgesics should be chosen to fit the particular 
case. Physical addiction can usually be accom- 
plished if a short-acting narcotic is given at fre- 
quent intervals over a two-week to three-week 
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period. For this reason meperidine would seldom 
be indicated as a postsurgical analgesic, if anal- 
gesia must be prolonged. Levorphanol (Levo- 
Dromoran) tartrate, methadone, and similar narcot- 
ics which are long-acting, available in orally given 
preparations, and do not permit tolerance to build 
up so rapidly are preferable in such cases to 
meperidine or morphine. 

Switching narcotics in an attempt to avoid or 
decrease addiction is not usually successful. Nar- 
cotics have a cross-tolerance, and development of 
tolerance to one results in increased tolerance to all. 

Addictive potentials of “mild” analgesics should 
not be underestimated. One frequently finds the 
statement in medical literature that codeine addic- 
tion seldom exists. It is more accurate to state that 
it is seldom recognized. For, by the time a person 
who began his narcotics addiction with codeine is 
apprehended, he has usually changed to something 
stronger. Addicted physicians with whom I have 
talked, who have had personal opportunity to com- 
pare the detrimental effects of both codeine and 
meperidine, have exhibited far greater respect for 
the problems inherent in codeine withdrawal than 
for those experienced with meperidine. 

Because of constant use in their profession, anes- 
thesiologists find it simple to acquire narcotics 
(legally, or, for a time, illegally). This fact merits 
mentioning another precaution. Except under cir- 
cumstances of strict emergency, narcotics should 
not be administered to one’s self or family. If this 
rule is not observed, and the proper situation exists 
when it is broken, disaster can occur. 

If a patient becomes addicted, physiologically or 
psychologically, or both, to a narcotic while in the 
hospital, it is the attending physician’s responsibil- 
ity to try to effect withdrawal before releasing the 
patient. If he is unsuccessful, although not required 
by law to do so, he is wise if he encourages the 
patient and his family to place the addict in an 
appropriate institution that can adequately handle 
withdrawal problems. 


Hazards for Anesthesiologists 


For anesthesiologists, there is another point of 
prophylaxis that should be mentioned. It is interest- 
ing to note that the one feature of gas anesthetics 
immediately accepted, even to the point of ignoring 
their potential for relieving pain, was the ability of 
ether and nitrous oxide to cause euphoria. When 
Crawford W. Long was a medical student, he 
frankly admitted inhaling ether for its exhilarating 
properties. And it became routine for several young 
men, and frequently ladies, of the town to hold 
ether sprees in Long's office two or three times a 
week.'* 

Sniffing gases for psychological effects has not 
disappeared with the passing of time. In 1957 the 
warden of San Quentin prison expressed concern 
because inmates had begun the practice of inhaling 


solvent fumes as a substitute for drugs or alcohol. 


Since available solvents were either gasoline, paint 
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thinner, paint remover, or carbon tetrachloride, the 
physical damage to the sniffer was potentially 
great. A third of the cases brought before the pris- 
on’s disciplinary committee that year were for in- 
fractions of the rule prohibiting this practice. 

Foolhardy individuals, particularly emotionally 
immature persons, outside prison society not infre- 
quently perform similar acts. The anesthesiologist 
who acts as a consultant in cases of poisoning will 
inevitably run across cases of fatal or near-fatal 
poisoning from inhaling solvents or the ingestion 
of “social” alcohol substitutes such as antifreeze. 

Anesthetic gases still hold a fascination for some, 
although this problem is not one that usually 
affects the general public. Within the profession, 
however, particularly among anesthetists and den- 
tists, they remain an easily accessible pharmacologi- 
cal escape for those who enjoy synthetic release, be 
it ever so brief, from tension and anxiety. 

Many institutions where anesthesiology is taught 
permit the not uncommon practice of smelling gas 
mixtures to check both concentration and content. 
For the most part, this is an innocuous procedure. 
For some, however, it may be an unfortunate intro- 
duction to the euphoric effects of these gases. At 
the end of a two-year or three-year residency, par- 
ticularly since most doctors seem to give little con- 
sideration one way or another to the practice, a 
habit leading to addiction may be produced in 
susceptible persons. At Children’s Hospital in 
Los Angeles it is stressed that no one, resident or 
chief, should develop the habit of smelling anes- 
thetic mixtures. For it is felt that to those persons 
who may be termed “addiction-prone” the ready 
access to these gases presents a real hazard, if the 
habit of smelling anesthetics is encouraged.'* Pur- 
suing this subject further, it was found that other 
anesthesiologists had had experiences with anes- 
thetic gas addicts. Some of the anesthetists known 
to have been involved have at one time been lead- 
ers in the field. 

Gas sniffers, like narcotics addicts, may be 
“chippy” ‘sporadic) or chronic users. Nitrous oxide 
is often used sporadically because its effects quickly 
disappear. A case in point is that of a dentist who, 
in time, became perpetually late for his next ap- 
pointment because he closeted himself with his gas 
inhaler between patients for a brief escape from 
reality. 

Cyclopropane sniffers present more of a hazard, 
for, if they pause during an anesthetic procedure 
to engage in their habit, they may become incapaci- 
tated at a moment when alertness may mean the 
difference between life and death. One person was 
known to go so far as to take a tank of cyclopro- 
pane gas home with him at night and use it to 
promote sleep. 

Ether and chloroform have also been useful to 
persons seeking this type of emotional release. 
Trichlorethylene has its advocates, Derobert hav- 
ing reported a case in 1956 of a death which oc- 
curred during addictive inhalation of this gas.’ 
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Apart from, but related to, the sniffers is the 
person who becomes addicted to the intravenous 
administration of barbiturates. An unusual case 
history was obtained of a physician who adminis- 
tered thiopental (Pentothal) to himself by intrave- 
nous drip, managing somehow to shut it off when 
the desired effect was obtained without slipping 
into permanent oblivion. 

Recently a London anesthetist was discovered 
euphorically inhaling a mixture of oxygen, nitrous 
oxide, and fluothane. Unfortunately, he chose to do 
this at a time when he was administering an anes- 
thetic to a 24-year-old child undergoing a hernior- 
rhaphy. The child died as a result of his negligence. 

At his trial, where he was found guilty and sen- 
tenced to prison, he admitted he had been addicted 
to the inhalation of volatile anesthetics for seven 
years. His colleagues belatedly testified that they 
had seen him inhaling gases from the anesthetic 
machine before and during surgery on previous 
occasions. 

Almost anything producing the proper effect can, 
it seems, cause addiction. In 1957 U. S. Navy physi- 
cians O'Driscoll and Lindley '* reported the case of 
a narcotics addict who had switched to intravenous 
administration of tripelennamine (Pyribenzamine) 
hydrochloride. The addict was aware of some 10 
associates involved with the same drug. 

On checking with the manufacturers the doctors 
received information that this drug was being used 
in a similar manner in Detroit. Termed “blue vel- 
vet” by its users, it produced an effect less dramatic 
than but somewhat similar to that of marijuana. 

Admittedly, addiction to anesthetic drugs is un- 
common. The fact that it does occur, however, sug- 
gests that everyone who uses these substances may 
find it advantageous to refrain from sampling them 
for any reason. It appears that the position of those 
who feel residents in training should be discour- 
aged from this habit is fortified. 


Summary 

Extensive training in the pharmacology of ad- 
dicting drugs and their constant clinical employ- 
ment places the anesthesiologist in a vital position 
when narcotics addicts require surgery. Before 
treating the addicted patient it is wise to obtain a 
complete history of the individual problem, so that 
this history, combined with an awareness of the 
complications unique to users of addicting drugs, 
may be used to manage the case in as satisfactory 
a method as possible. 

As resuscitation consultants, anesthesiologists 
should also be aware of the bizarre habits of ad- 
dicts which make diagnosis difficult when either 
resuscitation or anesthesia is indicated. 

Constant use of drugs with a high addiction 
potential should make anesthesiologists careful in 
personal compliance with narcotics regulations, 
constantly being aware that routinely handled 
drugs, including anesthetic gases, are an ever- 
present threat to susceptible persons. 

1487 E. Chevy Chase (6). 
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MEDICAL, SOCIAL, AND LEGAL ASPECTS OF SUICIDE 
Robert D. Dripps, M.D., Maurice E. Linden, M.D., Harold H. Morris, M.D. 


William A. Phillips, M.D., Philadelphia 


The problems of which suicide is a manifestation 
are greater in frequency and consequence than the 
interest in this field of study would indicate. Sui- 
cide is the 11th leading cause of death in the United 
States. Studies in Philadelphia show that, for every 
successful suicide reaching the medical examiner's 
office, at least five additional attempted suicides 
become matters of police action. In addition, an 
undisclosed number of attempted suicides, not so 
classified, are treated under other diagnostic labels 
in general hospitals. Medical reasoning also con- 
cludes that at least some deaths listed as due to 
accidents have been instances of suicide. Table 1 
shows the 11 leading causes of death in the United 
States in 1956, the last year for which complete data 
are available. 

It is seen that suicide accounts for nearly as many 
deaths as cirrhosis of the liver, or all congenital 
malformations combined. As a killer, suicide is 
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The increased frequency of suicide among 
the various causes of death makes it too im- 
portant to ignore as a medical problem. The 
depressions that lead to suicide are not pre- 
vented by threats of either secular or eternal 
punishment; often they are the results of or- 
ganic brain disease, occupational injuries, 
nutritional deficiencies, or intoxications. Pop- 
ular attitudes, present laws, and the policies 
of insurance companies also work unjustified 
hardships on survivors, contribute little to- 
ward prevention, and impede the collection 
of accurate data. Persons who attempt sui- 
cide often receive inadequate treatment. 
During the emergency stage an anesthesiolo- 
gist can be most helpful. Later the services 
of a psychiatrist are essential, his chief chal- 
lenge being to estimate the likelihood of a 
second suicidal effort. Society should soon 
be sufficiently mature to deal with this prob- 
lem more logically than it has in the past. 
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two-thirds as important as diabetes mellitus and 
more than half as significant as generalized arterio- 
sclerosis. Organized national efforts are being made 
to combat tuberculosis, poliomyelitis, nephritis and 
nephrosis, muscular dystrophy, multiple sclerosis, 


TaBLE 1.—Number of Deaths and Death Rates for Eleven 
Leading Causes of Death in 1956 and Estimates for 1958 
in the United States* 


Estimated 
Inter- Deaths in 1958 
national Deaths in 1956 
Classifi- n 
eationt Cause of Death No. Ratet Sample$ Rate 
1 410-443 Diseases of heart 602,995 360.5 629,720 365.8 


2 140-205 Malignant neoplasms 247,357 147.9 251,670 146.2 


3 330-334 Vascular lesions of 177,845 106.3 190,910 110.9 
central nervous 


system 
4 800-962 Accidents (all forms) 94,780 6.7 90,610 52.6 
5 760-776 Certain diseases of 64,546 38.6 68,950 40.1 
early infancy 
6 480-493 Influenza and 47,103 28.2 57,080 33.1 


pneumonia (except 
pneumonia of new- 
orn) 


7 450 General 32,018 19.1 34,390 20.0 
arteriosclerosis 

g 260 Diabetes mellitus 26,184 15.7 26,390 16.4 

i) 7-759 Congenital 21,065 12.6 20,670 12.0 
malformations 

10 581 Cirrhosis of liver 17,924 10.7 18,260 11.0 


11 963-970-979 Suicide 16,727 10.0 17,840 10.4 


*Data from U.S. Department of Health, Education, and Welfare, 
Public Health Service, National Office of Vital — Special Re- 
ports, National Summaries 48:176-188 (Aug. 14) 1 

+ World Health Organization: Manual of tatiana. Statistical 
Classification = Diseases, Injuries, and Causes of Death, Sixth Revi- 
sion, Geneva, 195 

ath rate a 100,000 estimated population 

given were the mortality for January-December, 

1958, projected to a 100% b 


epilepsy, arthritis, alcoholism, and other conditions. 
Yet deaths due to suicide outnumber those due to 
tuberculosis and those due to the rest of the fore- 
going conditions combined (table 2). 

Successful suicides account for 17,000 deaths per 
year in the United States, an incidence of approxi- 
mately 10 per 100,000 population. The suicide rate 
rises during national catastrophes and eras of wide- 
spread distress, the highest incidence of suicide in 
the United States occurring in 1932 when there were 
20,646 deaths due to this cause. In addition, there 
was a high incidence throughout the years of the 
financial depression, 1929 to 1940. A considerable 
reduction in suicides occurred during the years of 
World War II, to a low of 13,231 suicidal deaths in 
1944. 

Studies on attempted suicide are lacking or of 
small scope, owing to the fact that this is a difficult 
field in which to gather statistics. Data on successful 
suicides afford a basis on which to develop esti- 
mates. The following information has been gained 
from a study of suicides in Philadelphia, completed 
for 1955.' This study revealed that the highest rate 
occurred in persons 75 years of age and over 
(table 3). Police records disclose a much higher 
incidence of attempted suicide among youngsters 
under the age of 17 years than is generally realized. 
Adolescence, a period of life normally fraught with 
turmoil and immature psychological organization, 
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would also seem to be a period significant to the 
physician in terms of drives toward self-mutilation 
and self-destruction. The highest suicide rate in 
Philadelphia occurred in the central city district 
which tends, as in most cities, to include cheap 
hotels, rooming houses, and “skid row.” Studies in 
large cities generally agree that suicide is more 
prevalent in socially disorganized parts of the city.’ 
The Philadelphia study, however, did not support 
the conclusion reached by other surveys that the 
suicide rate decreases in direct proportion with the 
distance from the center of a city. 

The Philadelphia survey demonstrated significant 
sex and race differences among suicides, the inci- 
dence being greater than two to one among the 
whites, with white males predominating four to one 
over white females, and nonwhite males six to one 
over nonwhite females. The study further revealed 
that approximately half of the suicides occurred 
among married people. About 20% were single, 14% 
divorced or separated, and the rest widowed. About 
one-third of successful suicides were persons with 
regular employment; about one-fourth were un- 
employed; approximately one-eighth were retired; 
and in the remaining cases the information was 
unobtainable. 

In the majority of suicidal attempts prior to 
death the victim was claimed to be suffering from 
some form of illness, either physical or mental. A 
greater number of suicides have complained of 
chronic physical illnesses than of mental disorders, 
although mental depressions are high on the list of 
complaints. The mental condition of suicides, as 
obtained from records and interviews with mem- 
bers of families and other relatives, friends, and 
neighbors, shows a high incidence of “nervous- 
ness” or “mood and behavioral changes” (table 4). 


TABLE 2.—Deaths from Selected Causes in the 


United States in 1956* 
Deaths, 
Cause of Death No. 
Suicide and self-inflicted injury 16,720 
Tuberculosis (respiratory 12,978, other 1,083) ...........cceeeeeeee 14,061 
Deliveries and complications of pregnancy, childhood, 
Arthritis and rheumatism (except rheumatic fever, with 
Nephritis and edema, including nephrosis.....................00e 1,140 
Poliomyelitis (acute 566; late effects 139) 705 


* Vital Statistics of U. S. 1. vol. IIl., Mortality Data, National 
Office of Vital Statisties, U. Department of — Education, 
and Welfare, U. 8. Printing Office, 


Alcoholism appears to play an important part in 
the decision to attempt suicide and was present in 
at least 10% of cases studied. It is believed that 
alcoholism has a considerably greater incidence 
among suicides than in the general population. Of 
importance to the medical profession is the finding 
in the Philadelphia survey that 77% of successful 
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suicides have been under medical care. Of the 
entire group studied for one year 13% were re- 
ported to have threatened suicide. An additional 
9% had made one or more previous attempts. In 
3% of the cases it was found that both previous 


TABLE 3.—Suicide Rate per 100,000 Population, by Age, 
Sex, and Race, in Philadelphia, 1951-1955* 


White Nonwhite 
Age Group, Yr. M F M F Total 
76 OVET... 47.1 7.7 10.8 21.7 
. 35.2 9.2 20.7 3.0 19.9 
16.5 6.6 4.2 1.7 9.9 
94 6.2 10.4 1.8 7.3 
pen 2.9 0.7 1.6 1.9 18 


* Data from Tuekman and Lavell.' Rates calculated by dividing total 
number of suicides in each age group in five-year period by appropri- 
1950 census figures, multiplied by five. 
+ Does not take into account the age-specific rate for each group. 


attempts and threats were reported. Researchers in 
this field agree that the 25% incidence of threats or 
attempts, as noted above, is probably an under- 
estimation. 

The majority of suicidal efforts take place in the 
home. This is especially true of housewives. About 
20% occur in public places. The Philadelphia study, 
which was interested in many facets of the person- 
alities of would-be suicides, found that approxi- 
mately 25% leave suicide notes. 

The method applied in successful suicide varies 
from one locality to another, depending on the 
availability of various kinds of lethal instruments. 
One practitioner has reported to us that farmers 
and rural inhabitants, who are apt to possess fire- 
arms, are likely to use this method. Suicide by 
hanging is more common in areas having a large 
number of homes with basements. Death by jump- 
ing is common where there are high bridges and 
rapid trains. Suicide by illuminating gas was com- 
moner in days when gas was more plentifully dis- 
tributed and contained larger fractions of poisonous 
substances. In successful suicides in the Philadel- 
phia study the methods most commonly employed, 
in the order of incidence, were as follows: hanging; 
use of firearms; ingestion of some form of medica- 
ment, drug, or poison; inhalation of gas or carbon 
monoxide; and jumping from high places or in 
front of rapidly moving vehicles. Cutting, stab- 
bing, and drowning combined accounted for about 
8% of all the methods. 

Dependable statistics are not available regard- 
ing the methods employed in the attempted sui- 
cides. Medical experience and the examination of 
police reports suggest that the taking of barbitu- 
rates and other sedatives, as well as cutting and 
slashing, are the methods most commonly em- 
ployed in attempted suicides. In many instances 
attempted suicides would have been successful had 
it not been for timely intervention by a relative, 
friend, or neighbor. 
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Emergency Treatment 


The person attempting suicide may be saved by 
the intervention of the one who first comes on him. 
Lay persons and physicians as well must act 
promptly and with intelligence. Therapy for at- 
tempted suicide by trauma, e. g., firearms, jump- 
ing, or cutting, is usually first-aid and surgical. 
Attempted suicide with use of gas or drugs involves 
immediate support of respiration in many instances. 
The anoxia of inadequate alveolar ventilation, with 
its threat to brain function, can be reduced by 
artificial ventilation promptly and intelligently per- 
formed. Mouth-to-mouth or mouth-to-nose tech- 
niques have been shown to be superior to “manual” 
methods, so far as the volume of ventilation pro- 
vided is concerned.’ Adequate ventilation by this 
or any other means must be maintained until the 
patient is admitted to a hospital. The patient should 
be sent directly to a recovery room and placed in 
charge of an anesthesiologist. He should not be 
delayed in the receiving ward, where personnel are 
less experienced in the therapy required. 

Hospital Treatment.—Supportive therapy has 
greatly reduced the mortality of patients in coma 
from poisoning. The details of a proper program 
have been described elsewhere by a number 
of authors.* Essentially it consists of maintenance 
of alveolar ventilation and tissue perfusion, pre- 
vention of infection, and protection of skin and 
mucosa from injury. Oxygenation and removal of 
carbon dioxide demand a patent airway and may 
require tracheal intubation and_ bronchoscopic 
aspiration, tracheostomy, or both. Provision of an 
adequate tidal volume of respiration may require 
use of a mechanical ventilator. Oxygen need be 
added only if the saturation of hemoglobin is 
subnormal, or if arterial oxygen tension is below 
100 mm. Hg. 

Tissue perfusion is supported by maintenance of 
a normal blood pressure through intravenous infu- 
sion of fluids and use of pressor drugs if indicated. 


TABLE 4.—Reported Mental Condition of Suicides, by Race 
and Sex (in Percentages), in Philadelphia, 1951-1955* 


White Nonwhite 
-- 
M F Total 
(n=496) (m=175) (n=59) (n=12) (n=742) 
4 0 0 4 


Mental Condition 
Presumably normal .... 
Nervous or mental 

nditio 


27 5d 19 33 33 

Mood or behavioral 
Not stated 30 13 57 28 


* Data from Tuckman and Lavell.! 


Electrolyte determinations and measurements of 
urine volume and specific gravity will aid in deter- 
mining whether sodium or chloride should be 
added to the perfusate. A catheter left in the uri- 
nary bladder assists in this. Antibiotic therapy, turn- 
ing the patient hourly, pummeling the chest wall 
energetically, and aspiration of respiratory tract 
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secretions minimize the danger of pulmonary infec- 
tion. The heels and knees should be padded to 
prevent pressure sores. The eyelids must be kept 
shut to avoid corneal damage. A continuous record 
of vital signs is essential. 

With these measures established one can con- 
sider three other types of treatment. Nonconvulsive 
electric stimulation of the central nervous system 
offers little. Use of analeptic agents remains con- 
troversial, with our vote recorded against their use 
except in severe depression. The newest substance, 
bemegride (Megimide), remains to be evaluated. 
It may increase respiration but has not yet been 
shown to shorten the duration of coma after in- 
gestion of barbiturates. Use of the artificial kidney 
to remove drugs which are not bound to protein, 
in markedly depressed patients, deserves serious 
consideration. 


Role of the Psychiatrist 


A psychiatrist should assume major responsibility 
for the patient as soon as emergency treatment has 
become effective. The development of a positive 
relationship between patient and physician is facili- 
tated if the physician is present as the patient 
awakens. Also of importance is the fact that, during 
this twilight state, significant feelings may be re- 
vealed which may be suppressed later on. 

The psychiatrist’s chief challenge is to estimate 
the likelihood of a second suicidal effort. An ade- 
quate history contributes greatly to the accuracy of 
such an estimate. Indications of a drive toward 
suicide are various combinations of the following 
factors: (1) a history of previous suicidal attempts; 
(2) hints from the patient’s conversation or actions 
that he has been contemplating suicide (in most 
cases the patient gives some clear indication of his 
intent prior to the act); (3) a story of severe depres- 
sion with insomnia, anorexia, loss of interest, and 
self-recrimination for a period immediately pre- 
ceding the attempt, or a history of such depressive 
episodes in the past; (4) depression in a successful, 
driving, conscientious, somewhat compulsive per- 
son between the ages of 45 and 65 years; (5) a his- 
tory of a period of well-being, overactivity, poor 
judgment, and perhaps some euphoria, as in a 
hypomanic reaction preceding the attempt; (6) lack 
of any obvious, external cause for the patient to 
be depressed or suicidal, suggesting the depression 
to be of an endogenous nature and hence likely to 
be more serious; and (7) a history of recent seeming 
emergence from-a depressive or hypomanic attack. 
The most dangerous period, from the point of view 
of suicide, is when the patient seems to be recover- 
ing from such psychological illnesses and the phy- 
sician’s vigilance and concern relax. 

One of the first tasks of the psychiatrist, then, is 
to obtain as accurate a history as possible, regard- 
ing both the circumstances surrounding the suicidal 
attempt and the patient’s personality adjustment 
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for several months previous. There are some per- 
sonal factors which suggest that a serious suicidal 
attempt is less likely. Among these are a hysterical, 
dramatic, “acting-out” type of personality; member- 
ship in one of various ethnic groups in which the 
suicide rate is significantly lower than in others, 
such as Negro and southern European; a sudden 
emotional crisis during which the patient has acted 
impulsively, such as a lover’s quarrel; an acute 
alcoholic or drug debauch; or a reaction to some 
current real problem, such as an illegitimate preg- 
nancy or the death of a loved one. 

Adequate care for the first several days after the 
attempt demands security screening in the patient’s 
room and continuous observation by a psychiatri- 
cally trained nurse or attendant. Such constant ob- 
servation should continue for at least two or three 
days. If facilities are not available in the hospital 
where the patient has received emergency treat- 
ment, he should be moved as soon as _ possible. 
This might be to the psychiatric unit of the general 
hospital where he was first treated, to a room or a 
ward on the psychiatric service of a municipal 
hospital, or to a psychiatric institution, depending 
on the medical resources of the community. 

A Suicide Control Program.—In London and New 
York City a person fearing that he may attempt 
suicide can obtain immediate help day or night by 
contacting police or public health authorities. This 
is a start on what could prove to be an effective 
program for reducing suicide. The broad outline of 
such a suicide control program would include 
(1) the immediate reporting of suicides and at- 
tempts to responsible public health officials, (2) pro- 
vision of immediate definitive medical attention, 
(3) recognition that such patients must not be left 
alone for the first few days after the attempt, and 
(4) transfer of such patients to a psychiatric division 
of a hospital for two or three days of observation. 
If a responsible adult relative refuses such a trans- 
fer he must be made to sign a statement to this 
effect, indicating awareness and acceptance of his 
responsibility. 

Long-term follow-up plans would be the com- 
bined responsibility of the health department, and 
the medical staff and social service unit of the hos- 
pital. Threatened suicide without actual attempt 
could be reported to the same office, and a profes- 
sional staff member could evaluate the nature of 
future steps. All reports would be strictly confi- 
dential. 

Collection of Data.—The magnitude and parame- 
ters of the suicide problem require further defi- 
nition. One approach to this is to improve the 
collection of data. There is no accepted formula 
for reporting information about suicides or at- 
tempted suicides. There is no listing in the standard 
nomenclature for the diagnosis of attempted sui- 
cide. In 2,750 of 3,049 counties in the United States 
coroners are not required to be medical men. 
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Therefore, in many cases of sudden death, no 
autopsy is performed. Many of the standard text- 
books in forensic medicine have only scant refer- 
ences to the problem. The belief that reporting 
such cases would be a violation of doctor-patient 
confidence or that it stigmatizes the patient is fre- 
quently raised; these rationalizations seem to serve 
best the contention that our society does not really 
accept the suicide problem as a critical one. There 
is also the finding that only a small percentage of 
persons who attempt suicide eventually carry it out 
successfully, a viewpoint corroborated by Carr ° 
and by Hendin.* It is important to determine if 
there are indeed two population groups, the “at- 
tempters” and the “doers.” Improved data collec- 
tion is urgently needed. 


Suicide and the Law 


The legal position toward suicide has been a 
reflection of the moral viewpoint adopted by our 
Western civilization. As Farrar” has indicated, the 
permissive attitude toward suicide of the pagan 
religions of antiquity was transformed into a se- 
verely restrictive and punitive one under the in- 
fiuence of early spokesmen of the Christian faith. 
Dogma was then converted into common law, and 
suicide became a crime punishable in Great Brit- 
ain, for example, by the forfeiture of lands or chat- 
tels of the deceased (finally abolished in 1870). 
Although it is seldom enforced, the law in Britain 
still views attempted suicide as a crime punishable 
by two years’ imprisonment. In most jurisdictions 
in the United States neither suicide nor attempted 
suicide is a criminal violation. We believe that it 
would be a backward step to make attempted sui- 
cide illegal once again. If nothing else, this would 
certainly interfere with data collection. Suicide is 
not a problem to be solved by law; rather, it de- 
mands the most thoughtful efforts of medical and 
social scientists. 

There are aspects of liability which deserve com- 
ment. Most states treat the aiding or encouraging 
of suicide as a criminal act. This has particular 
importance for the doctor who frequently faces an 
incurably ill patient who pleads for an end to his 
suffering. Although the courts have tended to be 
lenient in ruling on cases such as these, the doctor 
has faced the censure of the medical profession. 

In the problem of hospital liability, when an 
inpatient commits suicide, the most important cri- 
terion is whether or not the suicide could reason- 
ably have been anticipated. Another factor would 
be whether reasonable precautions were taken to 
prevent the suicide. Hospitals may be held liable 
for employing persons who are given the responsi- 
bility of supervising a suicidal person and who are 
not competent to carry out this task. Essentially the 
same criteria apply to the individual physician who 
is treating the potentially suicidal patient. As soon 
as such a patient is seen, the physician should 
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notify a responsible member of the family and 
should insist on hospitalization. Psychiatric referral 
should also be required, since the psychiatrist is 
more capable of evaluating a second attempt and 
thus of bearing the medicolegal responsibility. 

In connection with an insurance company’s re- 
sponsibility to pay a claim on a decedent who 
commits suicide, in a case in which the policy 
declares its lack of liability in such cases, most 
jurisdictions hold that the company is not respon- 
sible for payment; but there is a growing minority 
of opinion which declares that, if the suicide was 
undertaken because of an “insane compulsion” 
without realizing the consequences of the act, the 
company is liable. As to the problem of workmen’s 
compensation, Guttmacher and Weihofen * explain 
that, if a person’s suicide is connected with a men- 
tal disorder arising from an accident at work, and 
the act is carried out without conscious volition to 
produce death, the case is compensable. However, 
if the person had the ability to recognize the pur- 
pose and the physical effect of the act, then the 
chain of causation is broken. 


The Social Problem of Suicide 


Vail® has raised the following questions regard- 
ing suicide: “To what extent is it given to man to 
take his own life?” and “What right do we have to 
interfere with his plans, if this is what he has 
decided to do?” Western civilization is sufficiently 
mature to face these challenging queries. An en- 
lightened public can be led by physicians and 
sociologists, if the latter view suicide in the per- 
spective of careful inquiry now applied to other 
diseases. 
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CARDIOVASCULAR RESPONSES TO TRANSCRANIAL ELECTRIC 
STIMULATION IN MAN AND DOG 


D. Jeanne Richardson, M.D., Lawrence H. Gahagan, M.D., William H. Lewis Jr., M.D., 
Daniel Sheehan, M.D., New York, Edwin J. DeBeer, Ph.D., Kenneth I. Colville, Ph.D. 
nd 


a 
Charles H. Ellis, Ph.D., Tuckahoe, N. Y. 


Transcranial electric stimulation, when adminis- 
tered in electroconvulsive therapy, is a neurogenic 
stressor profoundly affecting the cardiovascular 
system. The most prominent circulatory responses 
so induced are disturbances in the initiation and 
conduction of the cardiac impulse and paroxysmal 
changes in the arterial pressure. 

The understanding of these mechanisms is a mat- 
ter of practical as well as theoretical interest, in view 
of the fact that acute circulatory disturbance is the 
most frequent cause of death in electroconvulsive 
therapy, whether it is given alone or in conjunction 
with such drugs as barbiturates and muscle relax- 
ants. The death rate during and immediately after 
electroconvulsive therapy has been shown to be 
about 1 in every 1,065 patients treated '; in a study 
of 254 such deaths Impastato * found 40% to be of 
cardiovascular origin. He further showed that 27% 
of these fatalities were in 50-to-60-year-old patients. 
In the report of Maclay * on 62 deaths, 56% were in 
persons over 55 years of age. 

These cardiovascular responses appear to be 
identical in man and in the dog. Therefore, animal 
in addition to human studies have been used in 
attempting to elucidate the underlying mecha- 
— Studies in Man 

Electroconvulsive therapy (ECT) was adminis- 
tered in over 400 treatments. The ECT was modi- 
fied by the intravenous use of barbiturates (thio- 
pental or thiamylal sodium in most instances); 
succinylcholine (Anectine) chloride and _ artificial 
ventilation with 100% oxygen were given continu- 
ously during the period of apnea. Continuous elec- 
trocardiographic observations and frequent sphyg- 
momanometric pressure determinations were made 
during each treatment. 

Arrhythmias of varying degrees of severity oc- 
curred in the course of about 33% of the treatments. 
These arrhythmias were classified as vagal and 
extravagal. The vagal arrhythmias were character- 
ized by marked slowing and occasional standstill 
of the heart. These were uniformly preventable by 
adequate atropinization. The extravagal arrhyth- 
mias consisted of frequent ventricular contractions, 
bigeminy and trigeminy, and, on a few occasions, 
runs of ventricular tachycardia. Various drugs, such 


Read in the Symposium on Common Problems before the Joint 
Meeting of the Section on Anesthesiology and the Section on Nervous 
and Mental Diseases at the 108th Annual Meeting of the American 
Medical Association, Atlantic City, June 11, 1959. 


Factors that might contribute to the mor- 
tality associated with electroconvulsive ther- 
apy were sought in a study of 400 treatments. 
Most of the patients received thiopental 
(average dose 400 mg.) intravenously before 
the treatment, and all received succinyl- 
choline chloride and artificial ventilation with 
oxygen during the period of apnea. Vagal 
arrhythmias (marked tachycardia, occasional 
cardiac arrest) never occurred in patients 
who had received atropine but occurred 
frequently in patients who had not. Extrava- 
gal arrhythmias also occurred frequently 
and were not uniformly preventable by either 
chlorpromazine or quinidine therapy. All pa- 
tients had transitory increases of systolic 
blood pressure. The increases were about 
half as great in patients who had received 
tetraethylammonium chloride as in patients 
who were not so protected. Experiments in- 
volving bilateral adrenalectomy and _ tran- 
section of the spinal cord in dogs corrobo- 
rated the impression that both vagal and 
extravagal mechanisms are activated by 
electroconvulsive treatment and can be de- 
pressed by appropriate medication. 


as chlorpromazine and quinidine, were used to 
prevent the extravagal arrhythmias, but none of 
them was uniformly effective. 

The treatment-induced pressor responses, mani- 
fested by a rise mainly in the systolic blood pres- 
sure, occurred in varying degrees in every patient. 
These were reduced to about one-half their usual 
magnitude by the prophylactic use of tetraethyl 
ammonium chloride. The use of phentolamine 
(Regitine) hydrochloride in patients with severe 
hypertension has been postulated, but such a pa- 
tient has not yet been encountered by us. 


Studies in Dogs 


Transcranial electric stimulation was applied to 
dogs under comparable conditions, including con- 
tinuous electrocardiography. Blood pressure, how- 
ever, was recorded directly from a cannulated 
carotid artery with a Statham transducer and a 
Sanborn Polyviso.* 
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Direct recording revealed a transient fall in 
blood pressure occurring immediately after electro- 
stimulation. This fall, presumably too brief to be 
detected in the human measurements, was abol- 
ished by atropine or tetraethylammonium chloride 
(TEA). Atropine sulfate, in doses as small as 0.036 
mg. per kilogram of body weight, completely pre- 
vented bradycardia and vasodepression after trans- 
cranial stimulation. Bilateral vagotomy was per- 
formed on several of the dogs and was found to be 
fully as effective as atropine in abolishing the 
bradycardia and hypotension. 

TEA exerted a partial protection against the 
blood pressure rise, similar to that seen in humans; 
that is, there was a rise but it was not so great as 
that seen during the control stimulation. Larger 
doses of a more potent ganglionic blocking agent— 
hexamethonium chloride in doses of 10 mg. per 
kilogram of body weight—eliminated both the 
hypotensive and the hypertensive responses of the 
arterial pressure. 

The use of such adrenergic blocking agents as 
phentolamine and phenoxybenzamine hydrochlo- 
ride (Dibenzyline) partially blocked the pressor re- 
sponses to transcranial stimulation. Weil-Malherbe 
and others ° had suggested that the pressor response 
was due to an increase in circulating epinephrine 
and arterenol. Therefore, bilateral adrenalectomy 
was performed and this reduced the blood pressure 
rise to one-third of that obtained before adrenal- 
ectomy was performed. The residual hypertensive 
effect remaining after adrenalectomy would appear 
to be due to neurogenic mechanisms, i. e., caused 
by the release of neurohormones from sympathetic 
nerve endings directly at receptor sites in the heart 
and blood vessels. 

In addition to blocking the sympathetic gangli- 
ons and preventing the liberation of sympathetic 
materials from the adrenal medulla, interruption 
of the sympathetic system in its course from the 
central nervous system to the periphery was per- 
formed by transecting the spinal cord above the 
level of sympathetic outflow. Cutting the spinal 
cord at C-6 abolished the hypertensive response 
without essentially affecting the initial blood pres- 
sure fall. If vagotomy was then performed on the 
dogs with transected cords, no change occurred 
in the arterial pressure. 

Extravagal arrhythmias were encountered in 4 
of 15 dogs and ranged in severity from an occa- 
sional premature ventricular contraction to brief 
periods of coupled premature beats and even short 
bouts of ventricular tachycardia. In three of the 
four animals exhibiting extravagal arrhythmias the 
severity and duration of the arrhythmia progres- 
sively decreased over the course of the first three 
stimulations (administered at 15-minute intervals) 
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and were completely absent thereafter. \ similar 
decrement in the hypertensive response on re- 
peated stimulation was not observed. 


Comment 


The relatively high incidence of arrhythmias in 
our series of patients may be partly explained by 
the facts that the majority were over 40 years of 
age and that many of them had preexisting cardiac 
disease (one had Stokes-Adams syndrome; another 
had an aneurysm of the abdominal aorta). Many of 
these patients had been refused treatment else- 
where. 

Our results are somewhat at variance with those 
of Egbert and co-workers,® who found that increas- 
ing the dose of thiopental from 100 to 500 mg. 
reduced the incidence of circulatory reactions 
stimulated by electroshock therapy. The average 
dose given to our patients was 400 mg., and still 
there was a high incidence of arrhythmia and a 
significant elevation of blood pressure in more than 
60% of our patients. 

The cardiovascular response to transcranial stim- 
ulation appears to be the result of a generalized 
peripheral discharge of both branches of the au- 
tonomic nervous system. The cholinergic effects, 
bradycardia, and hypotension predominate during 
the first phase of the response; then the second 
phase, characterized by hypertension and extrava- 
gal arrhythmias, demonstrates the excessive sym- 
pathetic activity. The effect of vagotomy and cord 
transection would appear to show that the origin 
of the response is in the brain centers, which, on 
activation by the electric stimulus, initiate trains 
of impulses which are conducted peripherally 
through the parasympathetic and the sympathetic 
nervous systems. 

The lessening in severity of extravagal arrhyth- 
mias on repeated stimulation in three of the four 
animals in which this type of activity was noted 
deserves further investigation. Such a phenomenon 
is suggestive of the depletion of some substance 
necessary to the reaction. Whether this substance 
is epinephrine or epinephrine-like, it is not possible 
to say at this time. The fact that the pressor re- 
sponse to transcranial stimulation did not decline 
with repeated stimulation would imply that circu- 
lating epinephrine is not greatly depleted. 


Summary 


In both man and dog there are cardiovascular 
responses of varying degree to transcranial stimula- 
tion. These responses consist of two phases. The 
first is predominantly cholinergic, characterized by 
bradycardia and hypotension, which may be pre- 
vented by the administration of atropine or by 
vagotomy. The second phase, characterized by 
hypertension and extravagal arrhythmias, is pre- 
dominantly adrenergic and may be ameliorated by 
the use of ganglionic and adrenergic blocking 
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agents, bilateral adrenalectomy, and transection of 
the spinal cord above the level of sympathetic 
outflow. 
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USE OF ARTIFICIAL KIDNEY IN THE VERY YOUNG, 
THE VERY OLD, AND THE VERY SICK 


William A. Kelemen, M.D. 


Willem J. Kolff, M.D., Cleveland 


Neither the age of a patient nor the severity of 
his disease need stand in the way of dialysis for the 
treatment of uremia if there is a chance for re- 
covery or hope for prolongation of an enjoyable 
span of life. In the very young, when it is impos- 
sible to differentiate between poisoning, glomerulo- 
nephritis, endarteritis, or other conditions causing 
renal failure, treatment with the artificial kidney 
will gain time so that a definitive diagnosis can be 
made. In the very old, confusion, coma, depression, 
or dementia may not mean the unavoidable end 
but may prove to be a reversible state. This is likely 
if the patient was well just a few days prior to his 
illness. Cerebral symptoms need not contraindicate 
treatment with the artificial kidney if an increase 
in retention products, an imbalance of electrolytes, 
or the amount of edema indicates it. 

A patient with severe infection, poisoning, or 
trauma may have oliguria and uremia and be 
comatose. It may be impossible to determine read- 
ily whether the coma is due to infection, poisoning, 
trauma, or uremia, but it will be possible to evalu- 
ate the uremia factor by eliminating it with dialy- 
sis. These seriously ill patients tend to have convul- 
sions when they are very young and pulmonary 
edema and bronchopneumonia when they are very 
old. In both instances, ultrafiltration during dialysis 
may remove enough fluid to reduce the overhydra- 
tion on which these complications are based. 


From the Department of Artificial Organs, the Cleveland Clinic 
Foundation and the Frank E. Bunts Educational Institute. Dr. Kelemen 
is now at 1361 E. Morehead Ave., Charlotte, N. C. 


Methods of protecting against alleged 
dangers associated with use of the twin-coil 
artificial kidney are described, and it is 
emphasized that reluctance of clinicians to 
use this therapy, which often may be life- 
saving, is not justified. The wide range of 
usefulness is illustrated by case reports on 
application of artificial dialysis in a 16- 
month-old girl, a 77-year-old woman, and a 
seriously ill middle-aged man. In tangled 
diagnostic situations, dialysis should be done 
in the hope that the underlying problems 
may prove correctible. 


Report of Cases 


Case 1.—A 16-month-old girl was admitted to the 
Cleveland Clinic Hospital on the second day of 
complete anuria. She had been well until 12 days 
prior to admission, when she had coryza followed 
by profuse diarrhea for three days. She had no 
appetite and had vomited once. Her temperature 
was 102 F (38.9 C), and appendicitis was suspected. 
Ten milliliters of normal-colored urine was ob- 
tained over a 30-hour period. 

On admission the child was restless, irritable, 
and crying. She was pale and her eyelids were 
slightly puffy. The blood urea level was 204 mg. 
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per 100 ml.; blood pressure was 118/70 mm. Hg, 
and pulse rate was 156. Otherwise there was little 
abnormality, and the fundi were normal. Findings 
on a roentgenogram of the chest and retrograde 
pyelograms were normal. 

The child was treated conservatively, remained 
completely anuric, and deteriorated clinically. The 
first dialysis was performed six days after the onset 
of anuria, when the blood urea level had increased 
to 374 mg., serum creatinine to 10.3 mg., and uric 
acid to 13.3 mg. per 100 ml. (fig. 1). The left greater 
saphenous vein was used as the inflow tract to the 
artificial kidney. The dialysis and _ ultrafiltration 
lasted three hours and 45 minutes; the child’s 
weight was reduced by one pound. A transfusion 
of packed cells was given during the dialysis to 
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second dialysis, when the patient began to take 
oral feedings, the catheters were removed. Daily 
urinary output increased gradually to 640 ml.; on 
the 30th day after the onset of anuria, the blood 
urea level had decreased to 33 mg. per 100 ml. The 
child was discharged on the 33rd day, and at exami- 
nation one month later she was well and seemed to 
have recovered completely. 

Case 2.—A 77-year-old woman was treated for 
lupus erythematosus for four and one-half years. 
Her disease was well controlled and she was in 
apparent good health until one week prior to ad- 
mission, when she became anuric for two days, 
after which the volume of urine slowly increased. 
Three days prior to admission, chills, nausea, ab- 
dominal pain, and diarrhea developed. 


Mg. % 
400- 
164 350- 
- 
2500- j - 20 
2000- - 15 
1500- - 10 
1000 - Diaper Soaked 
500 - N 
T T T 
3 5 7 9 a 13 15 17 19 21 23 25 27 
— Days of Anuria Oays of Oliguria 


Fig. 1 (case 1).—Course in small child with renal failure of unknown cause and anuria for 11 days. Ultrafiltration was em- 


ployed during both dialyses. 


correct the severe anemia (hemoglobin level, 3 Gm. 
per 100 ml.). Clinical improvement occurred. The 
catheter remained in the left saphenous vein for 
administration of 40% invert sugar. The child began 
to void small amounts of urine with a specific 
gravity of 1.021, a trace of albumin, many leuko- 
cytes, a few erythrocytes, and 4 or 5 granular casts. 

Since the volume of urine did not increase suff- 
ciently and vomiting began to recur, a second 
dialysis was done on the 12th day after the onset 
of anuria. A catheter was placed in the right 
saphenous vein, and dialysis was done by way of 
both saphenous veins for four and one-half hours. 
The blood urea level was reduced from 184 to 33 
mg. and serum creatinine from 8.4 to 2.5 mg. per 
100 ml. Ultrafiltration reduced the child’s weight 
from 13,500 to 10,900 Gm. (29% to 24 Ib.). After the 


On admission the patient was seriously ill; she 
was restless, confused, and nauseated and she 
vomited. She had abdominal pain that was not 
localized. A vesicular pustular eruption was spread 
over the face, trunk, and buttocks. The blood urea 
level was 195 mg.; serum sodium, 152 mg.; po- 
tassium, 6.4 mg.; serum chloride, 134 mg.; and 
hemoglobin, 14.8 Gm. per 100 ml. Carbon dioxide 
content was 8.6 mEq. per liter; cell volume, 44%; 
and leukocyte count, 6,700 per cubic millimeter, 
with normal differential. Although the hyperna- 
tremia and the hemoglobin content indicated de- 
hydration, edema was present. The range of daily 
urinary output was 400 to 900 ml. Urinalysis re- 
vealed a specific gravity of 1.010, a trace of albu- 
min, many erythrocytes, and 2 or 3 leukocytes. A 
roentgenogram of the chest showed evidence of left 
ventricular eniargement. 
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Attempts to improve the patient’s condition with 
conservative treatment failed. The blood urea level 
increased to 300 mg., creatinine to 4.6 mg., and uric 
acid to 8.3 mg. per 100 ml. 

On the 4th hospital day, the 10th day after the 
onset of oliguria, the patient's clinical condition 
became critical. Levarterenol (Levophed) and dex- 
tran were given intravenously in order to sustain 
the blood pressure until the artificial kidney was 
prepared. Dialysis was performed, and the clinical 
improvement was immediate and dramatic (fig. 2). 
On the 12th day the daily volume of urine in- 
creased to 1,500 ml. With steroid and antibiotic 
therapy the skin lesions faded and the patient 
became cheerful and happy, with a good appetite 
and a sense of well-being. She went home on the 
18th day after the onset of oliguria; at the time of 
writing, six months later, she is reported to be 
doing well. 
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Days of Oliguria 


Fig. 2 (case 2).—Course in patient with lupus erythema- 
tosus with exacerbation and renal failure, showing results of 
dialysis. 


Case 3.—A 42-year-old man had a history of 
endocarditis with mitral stenosis and insufficiency, 
and some aortic insufficiency, but he had no pre- 
viously known renal disease. Four weeks prior to 
his admission, influenza developed, with chills, 
fever, and neuralgia, which lasted 3 days and then 
recurred 10 days prior to admission. At that time, 
he had congestive heart failure and he was placed 
in an oxygen tent. He was treated with digitalis, 
cortisone, mercurial diuretics, and antibiotics with- 
out apparent success. Urinary output decreased to 
300 ml. per day. 

On admission to the Cleveland Clinic Hospital 
the patient was acutely ill, in congestive heart fail- 
ure with pulmonary edema, in uremia, and semi- 
comatose. Loud expiratory rhonchi and rales ob- 
scured the heart tones. We believed that he would 
not react to further administration of diuretics 
because the blood urea level was 294 mg. per 100 
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ml.; since he was in danger from heart failure and 
pulmonary edema, he was treated immediately 
with dialysis and ultrafiltration (fig. 3). 

The serum potassium level, later reported to be 
7.3 mEq. per liter, was in itself sufficient reason for 
immediate dialysis. Through ultrafiltration, his 
weight was reduced from 168 to 160 lb. (76.2 to 
72.6 kg.). Within one and one-half hours, the signs 
of pulmonary edema had disappeared. Vigorous 
treatment with antibiotics and digitalis was started 
immediately. Three days later a second dialysis 
became necessary when the blood urea level had 
increased to 344 mg. per 100 ml. and clinical 
deterioration occurred, despite a urinary output of 
1,850 ml. the previous day. Ultrafiltration was also 
employed during the second dialysis, and the 
weight was further decreased from 153 to 146 lb. 
(69.4 to 66.2 kg.). After this the patient gradually 
improved. He had a short acute depressive reaction 
from which he quickly recovered. He remembered 
nothing of any event during the previous three 
weeks. He left the hospital in good condition, and 
it was expected that he would soon be able to 
resume his occupation. 

This man may have had subacute bacterial endo- 
carditis superimposed on his preexisting rheumatic 
heart disease. Blood cultures remained sterile. The 
nature of the renal failure is not clear. Red blood 
cells and even microscopic hematuria were present, 
but otherwise the sediment showed little change. 
It is possible that emboli from the subacute bac- 
terial endocarditis complicated whatever renal dis- 
turbance was present on the basis of heart failure. 
During the first week of his disease he was stupor- 
ous, disoriented, and sometimes restless, but there 
were no localizing symptoms. The cerebral dys- 
function may have been due to a combination of 
prolonged anoxia caused by pulmonary edema and 
the uremia. It is unlikely that this man would have 
survived with conventional therapy alone. The 
turning point in his disease was brought about by 
the combination of ultrafiltration and dialysis. 


Comment 


Fear of alleged dangers of dialysis still prevents 
many clinicians from using the artificial kidney 
when it is indicated, especially when patients are 
very young or very old. We believe that the un- 
familiarity’ with the present technique of using the 
artificial kidney is responsible for this unjustified 
fear. We will therefore consider what might be the 
alleged dangers or contraindications for the use of 
the artificial kidney in the very young, the very 
old, and the very sick. We will limit our consider- 
ation to the twin-coil kidney, which is now most 
widely used in the United States.’ 

Changes in blood volume of the artificial kidney 
could cause either shock or hypervolemia. This 
danger must and can be avoided. In small children, 
only one coil of the disposable twin-coil artificial 
kidney is used.” The priming blood is recirculated 
through the coil at an outflow pressure of 70 mm. 
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Hg. When the circulation of the child is switched 
in, without change in this outflow pressure, it may 
be assumed that there is no change in the blood 
volume of the artificial kidney and, therefore, that 
no change in the blood volume of the patient 
occurs. That this is true can be easily confirmed if 
the child is placed on a sensitive scale during the 
dialysis. 

When the radial artery is small, as in the very 
young, or when there is hypotension, as in the very 
sick, it is best not to rely on the artery but, rather, 
to draw blood from a cannula in the saphenous 
vein which extends into the inferior vena cava. 
This cannula is brought out through a stab wound 
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fluid was employed during both dialyses. 


while the primary wound is closed. With due pre- 
caution the cannula may be used during the follow- 
ing days to administer a high-calorie (40% invert 
sugar or dextrose) solution to the patient; 10 mg. of 
heparin is added to each 500 ml. of fluid. The 
wound is covered with bacitracin ointment and a 
bandage. A safety curl on the leg is made so that 
the cannula cannot be pulled out. 

The possibility of ultrafiltration has greatly ex- 
panded the usefulness of the artificial kidney. The 
problem of water balance is most important. Water 
of oxidation in itself may cause overhydration if 
there is a significant breakdown of the body tissues 
or if a high-calorie regimen is administered; thus, 
overhydration can occur even if the patient is 
given a minimal amount of water. Overhydration 
promotes the occurrence of hypertension, convul- 
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sions, and pulmonary edema. Therefore, ultrafiltra- 
tion is combined with dialysis whenever a patient 
is overhydrated. Six hundred milliliters of ultrafil- 
trate may be removed per hour by adjusting a 
screw clamp on the outflow track which increases 
the back pressure in the artificial kidney.* Whereas 
decrease in pulmonary edema is obvious during 
dialysis, general clinical improvement should be 
evident on the following day. Sometimes it seems 
to be related to the removal of the excess fluid 
rather than to the removal of retention products. 

In very old patients, sudden changes in blood 
pressure may easily provoke a stroke or coronary 
insufficiency. Changes in blood pressure during use 
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Fig. 3 (case 3). —Course in Lesage with con poo heart failure and pulmonary edema due to rheumatic heart disease. De- 


congestive failure therapy unsatisfactory. Ultrafiltration for removal of edema 


of the twin-coil kidney nearly always can be 
avoided. If a rise in blood pressure occurs, tem- 
porary removal of a certain amount of blood from 
the patient’s circulation is easily done, or one of the 
blood pressure-reducing drugs (e. g., pentolinium 
[Ansolysen], promazine [Sparine], or trimethaphan 
[Arfonad]) may be injected into the outflow line of 
the artificial kidney in small doses until the blood 
pressure is lowered. If a decrease in blood pressure 
occurs, a small (200 ml.) transfusion usually suffices 
to correct the blood pressure. 

An electrocardiogram is constantly monitored on 
a Viso-Scope, and if, in the very sick, changes occur 
that are considered undesirable, the dialysis is tem- 
porarily discontinued. It is well to realize that the 
first hour of dialysis is by far the most important in 
terms of removal of retention products and correc- 
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tion of electrolyte imbalance and that thereafter 
the effectiveness of dialysis decreases in proportion 
to the length of its duration. After three hours of 
effective dialysis, even what had been a dangerous 
degree of uremia will be sufficiently reduced to 
allow a pause of one or two days before another 
dialysis. Both arterial and venous cannulas may be 
left in the blood vessels; they are kept open by 
injections of 2 mg. of heparin in 2 ml. of saline 
solution every two hours in each cannula. 

Large abrupt changes in electrolyte values, espe- 
cially in the very old, may be expected to be fol- 
lowed by undesirable side-effects. Electrolyte 
changes should be made gently. For example, if 
the patient's serum sodium level is extremely low, 
we adjust the sodium concentration in the rinsing 
fluid of the artificial kidney to a level midway 
between that of the patient’s serum and normal. 
A high potassium level is not drastically reduced 
all at once, otherwise arrhythmias or digitalis in- 
toxication may appear.‘ A sudden dehydration 
may be followed by mental changes resembling 
catatonic psychosis. 

The danger of hemorrhage is slight since we have 
learned to use regional heparinization. In our hos- 
pital about one-third of all dialyses are performed 
with regional heparinization. With this technique 
a constant infusion of heparin is administered into 
the inflow line of the artificial kidney and, at the 
same time, the appropriate amount of protamine 
sulfate is constantly administered into the inflow 
line to the patient.’ This assures a prolonged clot- 
ting time of the blood in the machine and a normal 
clotting time of the blood in the patient. 

For unknown reasons it is impossible to improve 
a low blood pressure by the usual means in some 
patients seriously ill with uremia, but after dialysis 
the blood pressure often becomes stabilized. Our 
77-year-old patient (case 2) required continuous 
infusion of dextran and arterenol to maintain the 
blood pressure prior to connection to the artificial 
kidney. After the dialysis the administration of these 
drugs could be stopped. 

Large amounts of blood or packed cells cannot 
be transferred in anuric patients. The risk of over- 
loading the circulation and of causing pulmonary 
edema is too great. In the child (case 1), who had 
a hemoglobin content of only 3 Gm. per 100 ml. at 
the onset of dialysis, 400 ml. of blood could be 
transfused during the period of ultrafiltration. This 
safely improved the child’s hemoglobin content, but 
without ultrafiltration such a transfusion might 
have led to convulsions. In the woman (case 2), 
1,600 cc. of blood was administered during treat- 
ment with the artificial kidney. Thus, anemia can 
be adequately improved when ultrafiltration is em- 
ployed to reduce the circulating blood volume. Ex- 
sanguino transfusion (replacement)* can be done 
after dialysis by utilizing the two cannulas already 
present. For each volume of blood or cells trans- 
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fused, an equal volume is withdrawn. Sometimes, 
this is followed by a reduction of hypertension. 

Early and frequent dialysis in patients with acute 
uremia can maintain clinical well-being, as was 
convincingly shown by O’Brien and associates,’ 
who performed daily so-called prophylactic dialysis. 
We do not dialyze daily because this is not neces- 
sary with an effective dialyzer; we agree, however, 
that frequent dialyses, every two or three days, will 
maintain the patient’s well-being. 


Conclusions 


In conclusion, we believe that the artificial kid- 
ney may be safely used in the very young, in the 
very old, and in other patients no matter how grave- 
ly ill, when it is skillfully handled. The advantages 
and the virtual certainty of clinical improvement 
whenever uremia or overhydration play a part in 
the clinical picture far outweigh the alleged dangers 
of dialysis. When the recoverability of a patient is 
questionable, he should be given the benefit of the 
doubt. Often, patients are admitted in dire states, 
the multiple problems together with uremia appear 
to be overwhelming, and some clinicians doubt the 
wisdom of pursuing intensive therapy. The “wait- 
and-see-er” loses precious time; delay lessens the 
effectiveness of ultimate dialysis. Finally, in 
tangled diagnostic situations, dialysis should be 
done in the hope that the underlying problems may 
prove to be correctible. 


2050 E. 93rd St. (6) (Dr. Kolff). 


The patients reported on were treated in collaboration 
with the following physicians from the Cleveland Clinic: 
case 1, Dr. Robert D. Mercer, department of pediatrics; 
case 2, Dr. John R. Haserick, department of dermatology; 
and case 3, Drs. Leonard L. Lovshin and Ray A. Van Om- 
men, department of internal medicine. 

The twin-coil kidney was manufactured and presented by 
Travenol, Baxter Laboratories, Morton Grove, Ill. 
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EXPERIENCE WITH HALOTHANE (FLUOTHANE) IN 
MORE THAN FIVE THOUSAND CASES 


John Abajian Jr., M.D., Edward H. Brazell, M.D., Gino A. Dente, M.D. 


and 


Ernest L. Mills, M.D., Burlington, Vt. 


Halothane (Fluothane) is a relatively new, potent, 
nonflammable, nonexplosive, volatile anesthetic 
agent which was introduced by Raventos ‘ in May, 
1956. It was made available to the American market 
in April, 1958. Its formula is 2-bromo-2-chloro-1,1,1- 
trifluoroethane, with the structural formula shown 
in figure 1. 


Clinical Material and Methods 


Halothane has been employed in more than 5,000 
cases since November, 1956. During the first six 
months, 18% of the total anesthetizations done on 
our service were with halothane and oxygen. Since 
that time halothane has been used in over 40% of 
all anesthetizations. It has been employed by the 
attending staff and by the resident staff in the teach- 
ing hospitals of the University of Vermont, College 
of Medicine. A breakdown by type of case is given 
in the table. 

In the first 100 cases conventional methods of 
administering volatile anesthetics were used, in- 
cluding “closed,” “semiclosed,” and “open” systems. 
The actual concentrations of halothane were, of 
course, unknown. In all subsequent cases not only 
were the concentrations of the agent accurately 
known but they were 2% or under. Except as noted, 
it is these cases, in which controlled concentrations 
were used, that are reported in this paper. 

In adults an ordinary face mask was used on the 
conscious sedated patient, beginning with a 2% 
vapor concentration. With children, a “space hel- 
met” was employed, or occasionally the delivery 
tube from the gas machine was held 2 or 3 in. away 
from the nose while the anesthetist talked to the 
child. When this technique was employed, 3% of the 
agent was delivered from the tube because of the 
dilution by admixture with air. When unconscious- 
ness occurred, this technique was quickly changed 
to one employing a mask and bag, utilizing non- 
rebreathing valves. 

Originally, the typical premedication employed 
for a young healthy adult was 75 mg. of meperidine 
with 0.4 mg. of scopolamine hydrobromide admin- 
istered one and one-half hours preoperatively and 
50-100 mg. of pentobarbital sodium given one hour 
preoperatively. During the last year this has been 
changed to a mixture of 40 mg. of alphaprodine 
(Nisentil) hydrochloride, 0.4 mg. of scopolamine 
hydrobromide, and 0.8 mg. of levallorphan (Lorfan) 
tartrate. Pediatric premedication has been with 24 
mg. of alphaprodine hydrochloride, 2.5 mg. of 


From University of Vermont, College of Medicine. 


As a result of this extensive experience 
with a series of entirely unselected cases, it is 
concluded that halothane is a safe and pre- 
dictable anesthetic when it is administered 
with equipment which permits accurate con- 
trol of the vapor concentration and when 
concentrations are never allowed to exceed 
2%. Special equipment and techniques be- 
lieved necessary will be described in a sub- 
sequent paper. With such control, severe 
hypotension has ceased to be a problem, 
and there has been no evidence of hepatic, 
renal, or undue myocardial toxicity. Addition 
of a muscle relaxant was rarely necessary. 
There was remarkable absence of salivary 
and bronchial secretions. Further studies are 
being conducted to clarify the supposed 
dangers of using halothane in closed circuit. 


levallorphan tartrate, and 0.15 mg. of scopolamine 
hydrobromide per 50 Ib. (23 kg.) of body weight, 
administered intramuscularly 45 minutes preoper- 
atively. 

Atropine sulfate was not administered intra- 
venously routinely before or during induction. It 
was given only in the presence of moderate brady- 
cardia. The halothane was administered with oxygen 
alone, and intravenously given ultra-short-acting 
barbiturates or nitrous oxide were not employed in 
this series. 

Results 


Results were not good when halothane was ad- 
ministered in an inadequately controlled manner, as 
evidenced by the reported cardiac arrests, by mod- 
erate to severe hypotensive episodes, by arrhythmias, 
and by occasional respiratory acidosis from hypo- 
ventilation. When employed in the current, accu- 
rately controlled manner, the results have been very 
gratifying to both the anesthesia and the surgical 
staffs. 

Mortality and Morbidity.—The following observa- 
tions apply only to the cases in which this controlled 
manner was used and exclude the first 100 cases. 

In the two-year period covered by the remainder 
of this series there were 23 deaths associated with 
surgery (occurring within 48 hours postoperatively). 
Seven of these patients had received halothane; of 
these seven, six had a physical status of grade 5 or 
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7 (American Society of Anesthesiologists classifica- 
tion). All left the operating room in at least as good 
condition as when they entered. These patients died 
at periods ranging from 8 to 36 hours postoper- 
atively, and there was agreement among the sur- 
geons and the anesthetists that anesthesia played no 


F 
F—c- 
4 


, Fig. 1.—Structure of halothane (Fluothane). 


part in the deaths. The remaining patient died in 
the operating room. This was a patient with a rup- 
tured abdominal aortic aneurysm operated on with 
use of hypothermia. Asystole developed when the 
anastomosis was opened after four and one-half 
hours of aortic occlusion. The resuscitative attempts 
were unsuccessful. It was not felt that halothane 
had contributed to this death. 

No evidence of hepatotoxic or nephrotoxic effects 
was noted in this series, which, indeed, included 
patients with preoperative hepatic and kidney dis- 
ease. Since adequate studies showing lack of toxic 
effects of halothane on the liver had been made by 
others, it was not felt necessary to repeat these. 

Induction of Anesthesia.—Induction of anesthesia 
was extremely smooth. Patients accepted 2% halo- 
thane readily. There was a complete absence of 
nausea or vomiting on induction, minimal coughing 
or breath-holding, and complete absence of cyanosis. 
Only about 3% of the patients exhibited any appre- 
ciable excitation symptoms. The surgical anesthetic 
stage was attained in 10 to 15 minutes with 2% 
halothane, when used in the manner described 
above. 

Maintenance.—A 2% concentration of halothane 
was adequate for the maintenance of abdominal 
relaxation in 80% of abdominal operations without 
the addition of a muscle relaxant. In neurosurgical 
cases, and in other cases where there were minimal 
painful stimuli, the average maintenance concentra- 
tion for light surgical anesthesia after equilibration 
was 0.4 to 0.6%. For operations not requiring mus- 
cular relaxation, it was found that a concentration 
of from 0.4 to 1.25% was usually sufficient. 

Emergence.—Emergence from anesthesia was in 
the vast majority of cases extremely rapid. In those 
cases where anesthesia had been maintained with a 
concentration of 1% or less, return to consciousness 
invariably occurred within a period of five minutes. 
In those cases which necessitated halothane con- 
centrations of 2% for maintenance, emergence was 
somewhat delayed. Only rarely, however, was a 
patient unable to respond to his name by the time 
of transfer from the stretcher to the bed (average 
time about 15 minutes). 

Cardiovascular Effects—Three hundred seven- 
teen cases were analyzed for blood pressure data. 
Figure 2 shows the maximum drops in systolic and 
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diastolic pressures observed during the first hour of 
anesthesia. The fall in these pressures usually oc- 
curred at about one hour after induction. It can be 
noted in figure 3 that in less than 15% of cases 
was the fall in blood pressure at the end of an hour 
more than 20 mm. Hg. Blood pressure “drops” ob- 
served were less than those in adequately managed 
cases in which spinal anesthesia was used. 

In about 100 cases electrocardiograms were moni- 
tored. Results with halothane were comparable to 
those seen with other anesthetic techniques. The 
incidence of pulse abnormalities, other than a defi- 
nite tendency to bradycardia, was found to be no 
greater than with any other commonly used anes- 
thetic agent. The moderate bradycardia observed 
was frequently associated with a hypotensive trend, 
and both almost always promptly reversed with the 
administration of atropine intravenously. Although 
epinephrine was used in over 75 local anesthetic 
infiltrations during halothane anesthesia, the inci- 
dence of arrhythmias was no greater in this group. 
Special attention was paid to these cases, since it 
has been said that the use of epinephrine with 
halothane is contraindicated.’ 

Although general surgical oozing and bleeding 
were thought to be diminished, it seemed to the 
hospital staff that halothane increased postpartum 
hemorrhage. This occurred in conjunction with the 
deeper planes of anesthesia obtained with halothane, 
as compared to nitrous oxide, which had been used 
previously in the delivery rooms. However, when 
halothane was employed, with patients kept in the 


Breakdown of Cases in Which Halothane Was Used, 
by Type of Procedure 


Type of Surgery No. of Cases 
Eye 198 
ENT and Oral 

Tonsils and adenoids 1,612 

Other 498 
Orthopedic 213 
Thoracic 

Pulmonary and esophageal 142 

Cardiac 22 
Neurological 

Craniotomy 52 

Other 75 
Obstetric and Gynecologic 

Cesarean section 7 

Other 862 
Urologic 130 
General 1,318 

5,129 


same light planes of anesthesia produced by nitrous 
oxide, this tendency to increased bleeding was not 
present. The skin was warm, pink, and dry. Super- 
ficial veins were usually distended. 

Respiratory Effects.—Ventilatory depression with 
this agent was observed to be proportional to the 
concentration used, as is well known to be the case 
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with most anesthetic agents. With a concentration of 
2% or less, little or no hypoventilation was noted. 
Intercostal paralysis or paresis was rarely seen. 
All patients breathed spontaneously except those 
with open chests or those in whom relaxants were 
u 

Measurements of tidal volume and rate in over 
400 cases were made and the findings compared to 
the Radford normogram.™ Ninety per cent showed 
less than a 10% deviation from the predicted value. 
In practically all the remaining cases the intravenous 
administration of levallorphan promptly reversed the 
respiratory depression. Measurements of end- 
expired pCO. were in line with the above tidal 
measurements. Results of 10 arterial pH determina- 
tions performed at random were also all within 
normal limits. Apnea and breath-holding were rarely 
encountered. 

A definite tendency to tachypnea was found with 
this agent. It was noted that this was considerably 
reduced by the use of narcotics, even when given 
with a narcotic antagonist. Occasionally such ad- 
ministration of narcotic plus antagonist was used 
during the course of an operation to alleviate exist- 
ing tachypnea. This was usually successful. 

The compliance factor *” was determined in a 
group of thoracic surgery cases by changing from 
halothane to thiopental-nitrous oxide. It was easier 
to inflate these patients’ lungs manually when halo- 
thane was used. Also, when a mechanical ventilator 
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Fig. 2.—Changes in blood pressure from initial values in 
317 consecutive anesthetizations with halothane (Fluothane). 


was used, less pressure frequently was required to 
attain a particular tidal exchange with halothane 
than was the case with thiopental-nitrous oxide. 

Emphysematous and asthmatic patients seemed 
to be improved on inhalation of halothane, as mani- 
fested by decreasing rales and a shortening of the 
expiratory phase. 
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Reflexes.—With 2% halothane the laryngeal re- 
flexes were sufficiently obtunded to allow easy intu- 
bation in more than 90% of the cases. With halo- 
thane anesthesia, use of muscle relaxants to facilitate 
intubation was necessary in only 5% of the patients. 
However, the time available for this maneuver was 
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Fig. 3.—Percentage of patients whose blood pressure drop 
(from initial value) was less than value indicated along hori- 
zontal axis. 


only about one-fourth that available when ether 
anesthesia was used. At times, when intubation was 
attempted on patients in unduly light levels of anes- 
thesia, where movements of extremities were noted, 
the reaction to this intubation was extremely short 
and not intense, practically never resulting in cyano- 
sis. 

The oropharyngeal reflexes were obtunded in even 
lighter planes, occurring with the use of 1% halo- 
thane, so that oropharyngeal airways were easily in- 
serted and tolerated. The ear, nose, and throat 
service frequently commented on the extreme quie- 
tude of the oropharyngeal reflexes when this agent 
was used. Oral surgery was usually satisfactory even 
when the level of anesthesia was such that patients 
could move their extremities. 

Secretions.—The absence of salivary and bronchial 
secretions was remarkable. Patients were dry during 
induction, dry during maintenance, and dry on 
emergence, requiring far less tracheal suction than 
was customarily employed prior to the use of halo- 
thane. The few patients anesthetized without pre- 
medication were dry with respect to salivary and 
bronchial secretions. Our thoracic surgical service 
has commented on the fact that the need for post- 
operative “tracheal aspirations” has markedly di- 
minished. 

Nausea and Vomiting.—The incidence of post- 
operative nausea and vomiting in 500 cases selected 
at random was found to be about 2%. No vomiting 
was observed in 15 patients anesthetized with halo- 
thane after recent ingestion of food. 
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Relaxation.—_In the 20% of patients undergoing 
abdominal surgery in whom muscle relaxants were 
required for adequate exposure, the amounts needed 
were about one-half of those usually employed with 
thiopental-nitrous oxide. Relaxants were not re- 
quired in cases of open-chest surgery to obtain 
quiet operative conditions. 


PATIENT GAS SUPPLY 


METABOLIC 0.25 L./min. O2 1.96 L./min. 


(INTO FAT DEPOTS) 
“FLUOTHANE” 
VAPOR 0.01 L./min. 


FOR APPROXIMATELY 
100 HOURS 


 FLUOTHANE” 


0.04 L./min. . 


BLOWOFF 


+ 0.04 —0.25—0.01 = 1.74 Lymin. 
% “FLUOTHANE” = 9°? x 100 = 1.72% 
TIME CONSTANT AT APPROXIMATELY 100 HRS. 


Fig. 4.—Semiclosed system for administration of halothane 
(Fluothane). 


Methods of Achieving and Maintaining 
Desired Levels 


It was found that the usual clinical signs for 
estimating levels of anesthesia were frequently de- 
ceptive. Many times patients appeared adequately 
anesthetized but responded with movement when 
surgery began. Time and the concentration of the 
agent employed seemed to be a more reliable indica- 
tion of level of anesthesia. For instance, 10 to 15 
minutes of a 2% halothane concentration almost 
consistently produced second-plane, third-stage 


anesthesia. Signs of third-plane, third-stage anes- 


thesia were observed in less than 2% of the patients, 
and these were usually debilitated. To produce 
first-plane anesthesia, concentrations of about 0.75% 
could be fairly well depended on. 

It may be observed from the above comments 
that, halothane employed in this manner has an 
absolute bottom such as one encounters when using 
incomplete agents such as nitrous oxide or ethylene. 
This last statement cannot be sufficiently empha- 
sized. The semiclosed system with low flows with 
only oxygen as a diluent was the predominant tech- 
nique employed in this study (figs. 4 and 5). 


Comment 


In more than 5,000 administrations of halothane, 
the hypotensive episodes observed to date have not 
seemed to be a liability. In the cases observed in this 
series, we have seen no mortality or morbidity asso- 
ciated with the hypotensive effects of this agent. 
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Moreover, the hypotension observed during open- 
chest surgery seemed to of somewhat greater 
magnitude with halothane than with other agents. 
But it should be noted that mortality and morbidity 
do not appear to result under these circumstances. 
In our series no attempts were made to exclude pa- 
tients with preexisting hypotension such as that 
found in shock and hemorrhage. 

In order to deliver known concentrations of this 
agent, it is necessary to have special equipment and 
employ special techniques. A subsequent paper will 
deal with this aspect of the subject. 

With high flows, use of this agent is expensive. 
It is possible, however, to use it with low flow rates, 
so that the cost is comparable, for example, to that of 
cyclopropane. This also will be discussed in a subse- 
quent paper. 

Halothane, when used in high and uncontrolled 
concentrations, can produce complete cardiorespira- 
tory arrest in a matter of minutes, as was evidenced 
in the three instances which occurred during induc- 
tion in our first 100 cases. Again, we want to empha- 
size that there is a definite need for precise 
knowledge of the exact concentration administered 
at all times. The apparent wisdom of this approach 
was pointed out many years ago by Snow * and 
recently by Waters.’ We place this safe value at 2%. 
However, it is possible that we may, in the future, 
revise this upward if experience permits. 

At present the employment of open-drop or closed 
systems with halothane seems to be fraught with 
great danger to the patient. Closed systems, as 
ordinarily used, may produce high concentrations 
with disastrous results. 


Ww 
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Fig. 5.—True halothane (Fluothane) concentration versus 
total flow in semiclosed system, with the patient absorbing 
0.25 liter per minute of oxygen (metabolic) and 0.01 liter 
per minute of halothane (into fat depots) (time constant at 
about 100 hours). 


However, recent data from Robson and co-work- 
ers ° and Raventos and Duncan,* and corroborated 
by us with a few preliminary measurements made 
with an infrared spectrophotometer in an anesthetic 
system, seem to indicate a fairly constant uptake 
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rate of about 10 cc. of halothane vapor per minute 
into the fat depots. This is not at all surprising when 
one considers the oil-water solubility ratio of this 
agent. The rate at which halothane is deposited in 
the body fat’ seems to have a time constant of 
about 100 hours; that is, it takes about 100 hours 
for the concentration of halothane in the fat to 
attain % of its final value. If the above measurement 
can be definitely established, it is possible that in the 
future closed systems for maintenance can be safely 
employed. 

In our present studies we are employing a 0-to- 
30-cc. oxygen flow meter. In order to deliver 10 cc. 
of halothane vapor from the kettle, one must flow 
about 20 cc. of oxygen through the kettle (depend- 
ing on the ambient temperature). One now merely 


adds sufficient oxygen, in a bypass around the kettle, 


to make up the metabolic need for oxygen. 

This technique, monitored with an_ infrared 
spectrophotometer, has been employed in 50 pa- 
tients. The minimal changes in concentration seem 
to substantiate the validity of the above assumption. 
This would bring the cost of halothane to about 45 
cents per hour. The undesirable results reported by 
Burnap and co-workers’ are attributable to the use 
of closed systems in conventional ways. When halo- 
thane is employed in this manner, it is almost im- 
possible to know the actual concentrations. 

At present we use this agent whenever a general 
anesthetic agent is indicated, except when other 
agents are used for purposes of resident training. 
The use of a nonflammable and nonexplosive anes- 
thetic agent with high oxygen concentrations, which 
permits utilization of cautery in the operating room, 
is a distinct advantage. 

Hypotension associated with the use of this agent 
occurred in the operating room only, with practical- 
ly no postanesthetic hypotension. This is in sharp 
contrast to the postanesthetic hypotension often 
associated with the use of cyclopropane. 

There are many characteristics of this agent which 
resemble those of chloroform. However, there are 
two striking differences, namely, halothane is not 
hepatotoxic and emergence is more rapid. 

Results of Other Workers.—Other workers have 
obtained results which differ from those obtained 
by us. Devine and co-workers * for example, have 
reported respiratory acidosis associated with hypo- 
ventilation when halothane is employed in reported 
concentrations of 1.5% or less. We feel this figure 
is incorrect and should be much greater. 

The figure of 1.5% was derived from the assump- 
tion that the gas issuing from the kettle was 20% 
halothane. This does not agree with observations 
made by us. At 24 C, which is an average room tem- 
perature, we find the concentration of halothane 
issuing from the Morris copper kettle to be about 
39%. This is consistent with the theoretical predicted 
value based on known vapor tension data and also 
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with the fact that this model of copper kettle does, 
indeed, saturate the gas leaving it with halothane at 
the low 2-to-3-liter flow rates used. Thus, if the 
temperature had been 24 C, average room tempera- 
ture, the figure of 1.5% should be revised to 2.93%. 

To have obtained a 20% vapor from the kettle, the 
kettle temperature would have had to have been 
about 10 C. Such ambient temperatures in operating 
rooms are rarely encountered, even in Vermont. 

The difference in our experience with respect to 
nausea and vomiting from that reported by Stephen 
an co-workers *° (2% versus 4.7%) is due, we be- 
lieve, to the fact that we employ only oxygen to 
vaporize halothane and not nitrous oxide, which, in 
itself, can account for considerable nausea and 
vomiting. The lesser degree of hypotension observed 
by us, we believe, can be attributed, in part, to the 
fact that preliminary administration of the ultra- 
short-acting barbiturates was not used by us. 

Gain and Paletz '® and Chang and co-workers "' 
have reported large blood pressure drops. It may 
not be amiss to comment again that the above 
authors did not administer this agent with known 
controlled concentrations. Severinghaus and Cullen 
have succinctly summarized the influence of halo- 
thane on the myocardium with the statement, “It is 
likely that all volatile and gaseous anesthetics in- 
cluding Fluothane depress the myocardium equally 
when given in doses that depress the central nervous 
system equally. This implies a fundamental simi- 
larity in the mechanism of the depression of the two 
organs, perhaps related to lipid membrane _ be- 
havior.” 

Summary and Conclusions 


As a result of our experience with halothane 
(Fluothane) in more than 5,000 entirely unselected 
cases, we have come to regard it as a highly satis- 
factory anesthetic agent when administered with 
equipment which permits accurate control of the 
vapor concentrations. 

It has been our experience that when used in this 
fashion and when concentrations are never allowed 
to exceed 2%, halothane is a safe and predictable 
anesthetic. It permits smooth induction, early 
obtundation of pharyngeal and laryngeal reflexes, 
absence of salivary and bronchial secretions, ade- 
quate muscular relaxation for most surgical pro- 
cedures, and an early return not only to conscious- 
ness but also to orientation as to person, time, and 
place. 

In our hands, since accurately controlled admin- 
istration has been employed, hypotension has ceased 
to be a problem and there has been no evidence of 
hepatic, renal, or myocardial toxicity. The use of 
halothane in closed circuit has been regarded as 
highly dangerous, and, although new evidence casts 
some doubt on the necessity for its proscription, 
further work will be necessary to clarify this picture. 
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THE MEDICAL PROGRAM OF THE VETERANS ADMINISTRATION 
George E. Armstrong, M.D., New York 


In 1950 the medical program of the Veterans 
Administration was described in THe JOURNAL as 
a report from the Special Medical Advisory Group 
under the editorship of Dr. Roy E. Kracke.’ This 
publication dealt in considerable detail with the 
history and legal background of the department of 
medicine and surgery and summarized the events 
which led to the reorganization of the VA medical 
program in 1945. The present paper proposes to 
supplement the report of 1950 and to present some 
of the more recent developments in the programs 
under which medical care is now being provided 
for American veterans. 

In presenting this report as a spokesman for the 
Special Medical Advisory Group, I am pleased to 
call attention to the tremendous contribution which 
American medicine has made, and continues to 
make, to the total VA program. In this cooperative 
effort there has been an ever-increasing degree of 
understanding between practicing physicians and 
VA staffs’ general acceptance of mutual obligations 
toward veteran patients and, finally, a feeling of 
national pride in our democratic system which pro- 
vides excellent medical care for the men and women 
who have earned their eligibility through service to 
the country. 


Medical Responsibilities 


The basic medical responsibilities of the Veterans 
Administration can be described and predicted with 
considerable accuracy in terms of the present vet- 


The veteran population of the United 
States, numbering more than 22 million in 
1958, presents formidable medical problems. 
Approximately 1,250,000 veterans were 65 
or more years old at that time. There were 
172 Veterans Administration hospitals in op- 
eration. The medical program of the VA has 
paralleled the general advances in American 
medicine, and the VA has maintained a posi- 
tion of leadership in the work of rehabilita- 
tion. A program of education and training 
begun in 1946 has been extended to 72 
medical schools. A program of medical re- 
search has grown to include more than 6,000 
projects in VA laboratories. Although the 
veteran population is expected to decline, 
the demand for medical services, especially 
in the geriatric and neuropsychiatric fields, 
must be expected to continue or even to in- 
crease for many years. 


eran population, the distribution of ages, known 
trends in the occurrence of disease and disability, 
and certain other established factors. As of June 30, 
1958, the total veteran population of the country 
was 22,727,000. Although the total number of veter- 
ans is expected to decline, the demand for hospitali- 
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zation and medical service will continue, or even 
increase, in certain categories for many years. This 
forecast is based in part on the medical requirement 
of veterans aged 65 or older. About 265,000 veterans 
attained the age of 65 in the fiscal year 1958. Of all 
veterans in civil life June 30, 1958, approximately 
1,250,000 were 65 or more years old. In 1960, nearly 
1,800,000 and in 1965, about 2,300,000 veterans will 
be aged 65 or over. These trends have served to 
focus attention of the Veterans Administration on 
the problems and challenges of providing geriatric 
care. 

Attention is particularly directed to the medical 
requirements of the large group of elderly veterans 
hospitalized for neoplastic and cardiovascular dis- 
ease, for chronic respiratory conditions, and for 
long-term neurological .and psychiatric disorders. 
Surveys show that the older veteran patient is 
affected to a greater extent by these and other 
chronic disabilities or similar conditions requiring 
longer periods of treatment and convalescence than 
the younger patient. Veterans hospitalized for long- 
term illness (hospital stay in excess of one year) 
account for almost half of the total VA hospital 
capacity. This “freezing” of beds requires the Vet- 
erans Administration to exert especial vigilance 
regarding factors controlling length of stay and 
turnover among hospital patients. 


Outpatient Medical Care 


Veterans are provided with medical and dental 
care for service-connected disabilities by VA out- 
patient clinics and by private physicians and den- 
tists furnishing services on a fee basis. Under these 
programs, medical care is provided with greater 
economy to the government and convenience to the 
veteran than the costly alternative of hospitaliza- 
tion. More than 2 million outpatients received medi- 
cal services from VA outpatient staffs or fee basis 
physicians during the fiscal year 1958. Hometown 
(fee basis) medical care is used if (1) the demand 
for service exceeds the capacity of the clinic, (2) the 
patient requires a specific type of treatment not 
available in the clinic, or (3) travel to the clinic 
creates an undue hardship for the patient. During 
the last fiscal year, 36,300 physicians and 12,500 
dentists participated in the fee basis program. Also 
participating in the hometown program were retail 
pharmacies which supplemented VA pharmacies by 
filling 628,000 prescriptions for veterans. The home- 
town medical program also provides community 
home nursing care, especially to patients convalesc- 
ing from long-term illness. 

To improve the quality of medical care the Vet- 
erans Administration has adopted the policy of 
combining, where feasible, activities of outpatient 
clinics and hospitals in the same locality. Although 
such arrangements have generally resulted in sig- 
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nificant economies, financial advantage has not been 
a dominant consideration. A total of 19 such con- 
solidations have been effected since 1950. 

During recent years, important changes in medi- 
cal practice have produced a steady increase in the 
work load and cost of outpatient services. The use 
of tranquilizer drugs has made possible and desir- 
able the treatment of many persons on an outpatient 
basis who would have previously required hospital- 
ization. Successful use of antibiotic drugs in the 
treatment of tuberculosis has likewise shortened the 
duration of hospitalization and increased the need 
for outpatient service. To a lesser extent, advances 
in the management of hypertension and cardiovas- 
cular disease have had a similar effect. Medical and 
research staffs of the Veterans Administration have 
participated actively in bringing about these and 
other developments. There can be no doubt as to 
the professional, social, and economic benefits ulti- 
mately to be derived from such trends. They do, 
however, necessitate a flexible administrative ap- 
proach which is willing and able to meet the chang- 
ing situation with appropriate shifts in organization 
and facilities. 


The Hospital Program 


At the end of fiscal year 1958, there were 172 
VA hospitals in operation. Most of these hospitals 
provided care to patients of all types. On the basis 
of the medical type of the majority of patients under 
care, there were 20 tuberculosis hospitals, 40 neuro- 
psychiatric hospitals, and 112 general medical and 
surgical hospitals. 

In response to a request from Mr. Sumner G. 
Whittier, administrator of veterans affairs, the Presi- 
dent has recently issued a new and important policy 
in reference to the VA hospital program. Under this 
new policy the total authorized capacity of the Vet- 
erans Administration hospitals is fixed at 125,000 
beds. All future construction to provide beds or 
hospitals for replacement and modernization, or to 
compensate for major geographical shifts in veteran 
population, will be within this over-all total. It is 
further provided that beds or hospitals, within the 
fixed total, can be shifted from one use to another 
or from one geographical situation to another in 
response to advances in medical treatment. 

This new policy represents an important mile- 
stone in the development of the VA medical pro- 
gram. It provides the necessary flexibility to convert 
beds from one diagnostic category to another or to 
make changes consistent with local requirements 
without threatening the system as a whole. Under 
this policy the hospital program will be more pre- 
dictable in many aspects. The improvement in ad- 
ministrative stability is well calculated to maintain 
or improve the quality of professional care. Further- 
more, the policy will help to clarify the obligation 
of the Veterans Administration to provide hospi- 
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talization to veterans with non-service-connected 
disabilities. Under the law, the Veterans Adminis- 
tration provides hospitalization to veterans with 
non-service-connected injuries or illness if it is 
determined that the veteran is unable to pay for 
such care and if a bed is available. In the past, a 
great deal of controversy has been due to the lack 
of clearly authorized limits for the total VA hospital 
system on which the availability of beds could be 
defined. Under the new policy the availability of 
beds can be determined as the difference between 
the number required by veterans with service- 
connected conditions and the total capacity of 125,- 
000 beds. First priority always goes to the veteran 
who seeks hospitalization for a service-connected 
condition. 

As already mentioned, the VA hospital program 
is profoundly influenced by the demand for long- 
term hospitalization. The length of stay in the 
hospital is directly related to the age of the patient 
population and to the incidence of chronic or irre- 
versible disabilities. It is estimated that the median 
length of stay of all patients admitted to VA hospi- 
tals is about 21.5 days. It is difficult to make any 
valid comparisons between VA hospitals and pri- 
vate hospitals in this respect, because of the great 
difference in the type of patient being served. More 
than one-third of all VA patients are hospitalized 
for periods in excess of five years, and more than 
one-half of the large group of neuropsychiatric 
patients remains in the hospital for five years or 
longer. 

During the fiscal year 1958, the average daily 
patient load in all VA hospitals was 111,599. Fifty- 
one per cent of these were classified as psychiatric 
patients. The remaining patients were distributed 
as follows: tuberculous, 10%; general medical and 
surgical, 35%; and neurological, 4%. 

An annual sample census provides detailed infor- 
mation on the clinical and eligibility status of pa- 
tients under VA care on a typical day. The most 
recent report (Nov. 30, 1957) on 113,000 patients 
hospitalized under VA auspices showed that about 
400, or 0.4%, were nonveterans for whose care the 
Veterans Administration received reimbursement. 
Included in this group were military personnel on 
active duty, federal government employees who 
were injured or disabled in the course of their em- 
ployment, and persons requiring emergency hos- 
pitalization who were admitted as a humanitarian 
measure. The remaining patients were veterans who 
may be classified in three eligibility groups as fol- 
lows: 1. There were 34.7% receiving care for 
service-connected disabilities. These veterans are 
unconditionally eligible for VA care. 2. There were 
8.6% with service-connected compensable disa- 
bilities who were being treated for non-service- 
connected disabilities. These veterans are eligible 
for VA care if a bed is available. 3. There were 
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56.3% receiving care for non-service-connected dis- 
abilities. These veterans are eligible for VA care if 
a bed is available and they sign an affidavit certify- 
ing their inability to defray the cost of hospitaliza- 
tion. 

During recent years, VA hospitals have been filled 
to an average occupancy rate of about 92% of oper- 
ating beds. This is believed to be an efficient ratio 
but is probably about as high as should be attained. 
Some beds must always be kept open for sched- 
uled admissions, transfers, and emergencies. Veter- 
ans with service-connected disabilities are invariably 
admitted within 24 hours of application. Others may 
have to be on waiting lists pending the availability 
of beds. At the close of fiscal year 1958, the number 
of eligible applicants awaiting VA hospitalization 
totaled 25,418. More than 60% of these were neuro- 
psychiatric cases. 

Domiciliary Care 

Under the domiciliary program the Veterans Ad- 
ministration provides care to veterans who do not 
require actual hospitalization but who, affected by 
permanent or chronic disabilities, are unable to earn 
a living and are without financial resources for sup- 
port. There are 17 domiciliary units with a total 
operating capacity slightly in excess of 17,000 beds. 
The medical problem among domiciliary members 
is of increasing concern and interest. Advancing 
age in the group has increased the incidence and 
severity of disease and disability. Developments in 
medical science, particularly in the field of total 
rehabilitation, have opened great new possibilities 
and obligations for adding to the comfort and pro- 
ductive life of these persons. 

The VA Center at Wood, Wis., has made consid- 
erable progress in a pilot study of planned living 
programs for domiciliary members. This program 
provides scheduled activities for members based on 
their physical and mental abilities. Included in each 
activity plan are periods for treatment, work assign- 
ments, and recreation. The department of medicine 
and surgery recognizes the need for further research 
and development to provide all domiciliary units 
with the same quality of comprehensive medical 
care that is available to aged and chronically de- 
bilitated patients in VA hospitals. 


Professional Service Activities 


The large number of significant advances that 
have been introduced into the VA medical program 
since the report of 1950 have paralleled the general 
advance in American medicine. The VA professional 
services are broadly integrated with nongovernmen- 
tal health services at both national and local com- 
munity levels. This active exchange is a constant 
stimulus to professional growth and assures the 
veteran patient of a quality of medical care equiva- 
lent to the best available in the particular locality. 
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As recently as 1954, applications for admission to 
tuberculosis hospitals operated by the Veterans Ad- 
ministration far exceeded the number of available 
beds. Applied research in the chemotherapy of this 
disease has now materially reduced the demand for 
beds, shortened the duration of hospital stay, de- 
creased the relapse rate, and reduced the death- 
discharge ratio. 

The necessary bed adjustments for a declining 
load of tuberculous patients have been made to 
fully utilize the VA hospitals most favorably located, 
staffed, and constructed. A number of beds that 
were previously used for tuberculous patients have 
been converted for patients with nontuberculous 
diseases. The tuberculosis program is gradually 
being integrated with the internal medicine pro- 
gram, and pulmonary disease services are being 
established in selected hospitals. 

Significant advances have been made in the at- 
tack on mental illness. Outstanding consultants in 
the fields of psychiatry, neurology, clinical psychol- 
ogy, nursing, and social work assist the VA staff in 
evaluating and developing the program of medical 
care for psychiatric and neurological patients. All 
leads relating to the cause and more effective treat- 
ment of mental disorders and neurological disease 
are under investigation. The Veterans Administra- 
tion has made significant contributions to the medi- 
cal world in evaluating the use of tranquilizing 
drugs in the treatment of mental illness. 

The VA member-employee program has received 
nationwide commendation for its accomplishments. 
Under this program, long-term mental patients are 
selected to become salaried hospital employees as 
a step in the transition to normal work and social 
experiences they will encounter when discharged 
to their home communities. 

On June 30, 1958, there were 8,049 psychiatric 
patients away from the hospital on trial visit, the 
majority of whom were under social work super- 
vision. The number of such patients in special place- 
ments has continued to increase. Significant num- 
bers of patients are being handled to good advan- 
tage away from hospitals in nursing and foster 
homes. The Day Care Clinic for psychiatric pa- 
tients has recently been introduced on a limited 
pilot project basis and is demonstrating in VA, as it 
has elsewhere, an important contribution to produc- 
tive and comfortable life for patients who do not 
require actual institutional care. VA mental hygiene 
clinics play an important role in averting hospital- 
ization for many veterans. 

Since World War II, the Veterans Administration 
has maintained a position of leadership in medical 
rehabilitation which has been of outstanding im- 
portance to its patients and has been followed with 
interest by the medical profession throughout the 
world. New and important techniques have been 
developed with particular application to psychiatric 
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patients, blinded patients, paraplegic and quadri- 
plegic patients, and the older long-term patients 
with chronic disabilities. The newer techniques are 
aimed at preventing further physical and mental 
deterioration, helping to maintain or improve mo- 
bility, and contributing to happier living. The ap- 
proach is designed to help meet a growing major 
health problem that confronts the entire nation as 
well as the Veterans Administration. 

It would be impractical to attempt a full listing 
of contributions and advances made by VA profes- 
sional services during recent years. The foregoing 
report may serve to illustrate the type of effort that 
is being made in a large number of medical and 
paramedical service units throughout the VA sys- 
tem. 

Education and Training Program 


In 1946, a program of education and training was 
instituted to overcome professional deficiencies and 
to improve the standards of patient care. An asso- 
ciation with the nation’s medical schools began at 
once and through the years has extended to 93 
hospitals and 72 medical schools. This program has 
brought to the medical care of veteran patients not 
only the experience and teaching ability of the 
faculties of the medical schools but also the eager- 
ness, vigor, and scientific curiosity of young medical 
trainees. Simultaneously, the VA hospitals were 
developing affiliate programs with universities and 
colleges for trainees in nursing, dietetics, social 
work, psychology, occupational therapy, and other 
professions in the field of medical care. One of the 
most important factors determining the success of 
the VA medical program is its close integration with 
American medicine and related professional groups 
through universities and medical schools. The status 
and achievement of this relationship has been the 
subject of a recent publication.’ 

The Veterans Administration now operates 626 
training programs for resident physicians and 25 
graduate training programs in dentistry. The total 
of 2,515 VA medical residents on duty as of April 
15, 1958, represented 82% of all residency appoint- 
ments in the federal service and 11% of all residency 
appointments in the United States. In the fields of 
nursing, hospital administration, and the paramedi- 
cal specialties, there are about 5,000 trainees each 
year. The coexistence of these training programs 
with a medical residency program produces a hos- 
pital and clinic environment beneficial to both. 
While providing an essential service to veterans, 
these programs also make a tremendous contribu- 
tion to the trained medical manpower pool of the 
nation, especially in those areas where such man- 
power is in critically short supply. 

The Veterans Administration is also making a 
valuable contribution to undergraduate medical and 
dental education through the sponsorship of clinical 
clerkships in selected hospitals. For the academic 


59 
171 


132/544 


year 1957-1958, a total of 6,022 medical students 
representing 62 medical schools were assigned to 
VA hospitals. 

Approximately half of the VA hospitals are lo- 
cated in, or near, medical centers where they bene- 
fit from the daily associations and the general 
stimulus of an academic atmosphere. The other 
hospitals, which are peripherally located, require 
certain special efforts to secure comparable levels 
of continuing education and professional growth. 
In addition to the more conventional form of clinical 
lectures and educational duty details, a program of 
Physician-in-Residence has been developed for the 
benefit of these hospitals. Under this program highly 
qualified clinical teachers are scheduled for visits of 
three to five days at each of the hospitals. These 
visitors spend their entire time in intimate contact 
with the VA staff and develop an informal, but 
intensive, teaching exercise around the actual pro- 
fessional problems of the hospital. The physician-in- 
residence visit has been highly successful as both a 
practical and an academic stimulus and in many 
instances appears to be a more effective method of 
postgraduate education than the traditional ap- 
proaches. 

The VA Clinical Investigator program was in- 
augurated in 1957 to meet the needs for selected 
physicians whose primary responsibility is medical 
research. This program has been strongly supported 
by the medical schools of the nation. There are 38 
clinical investigators on duty during the current 
vear. The three-year training assignment afforded 
under this program is designed to produce physi- 
cians who have, in addition to their fundamental 
medical training, the skills and interests necessary 
for continued advancement in clinical research and 
teaching. 

Research Program 


Major health problems of the veteran population 
furnish the stimuli for the VA medical research 
program. This program not only provides the nec- 
essary solutions to the day-to-day problems of medi- 
cal care but is of benefit to the nation and its 
nonveteran citizens as well. In addition, many 
medical specialists have been attracted by the 
opportunities for research and have joined the 
staffs of VA hospitals for this reason. This has 
brought a high order of medical talent to the 
patient's bedside. 

During the current year, more than 6,000 projects 
are being pursued in VA research laboratories. A 
large proportion of these are directed toward prob- 
lems of aging and the chronic long-term disabilities 
which are of major concern to all medical service 
elements. 

Aside from the researcl. projects conducted in 
individual VA hospitals, the department of medicine 
and surgery has developed a method of “cooperative 
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study” whereby a number of VA hospitals, often in 
collaboration with other governmental agencies and 
nongovernmental groups, bring together their com- 
bined facilities and focus the talents of many ex- 
perienced investigators on a given problem. 

Onc of the more spectacular achievements of 
group cooperative research was the development of 
a successful plan for the treatment of tuberculosis 
by chemotherapy. The plan has revolutionized the 
management of patients with tuberculosis, has 
shortened their period of hospitalization, and has 
materially reduced the morbidity and mortality 
due to this disease. 

Cooperative study programs of similar type are 
now being conducted in 24 major clinical problems. 
Among these are cancer chemotherapy, chemo- 
therapy in psychiatry, pulmonary function studies, 
antihypertensive agents, antibiotic resistance of 
staphylococci, surgery of coronary heart disease, 
and so on. 

Summary 


This brief account of the medical program of the 
Veterans Administration supplements the “Kracke 
report” of 1950 and presents some of the more 
recent developments in veterans’ medical care. 
Basic responsibilities of the VA medical service are 
determined in terms of the known veteran popula- 
tion, with special attention to problems of aging 
and chronic long-term disabilities. 

Current trends in medical practice are increasing 
the need for care in VA outpatient clinics supple- 
mented by fee basis service of, private physicians 
and dentists. The VA hospital program has been 
stabilized by a new administrative policy fixing the 
total capacity of the system at 125,000 beds. The 
domiciliary program is being strengthened by 
greater medical interest in the health and total 
rehabilitation problems of the member population. 

The large number of improvements in the pro- 
fessional services of the VA program parallel the 
general advance in American medicine. Education 
and training programs in cooperation with univer- 
sities and medical schools have been of vital impor- 
tance in achieving the present high standards of 
patient care. The research program has made valu- 
able contributions to patient care, has been an im- 
portant factor in recruitment of specialized person- 
nel, and has established itself as a highly significant 
unit among the health service resources of the 
nation. 


550 First Ave. (16) 
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ATYPICAL FACE PAIN 
Joseph G. Rushton, M.D., Joseph A. Gibilisco, D.D.S. 
and 


Norman P. Goldstein, M.D., Rochester, Minn. 


We have chosen the term “atypical face pain” to 
refer to an ill-defined group of conditions known 
by such names as “atypical facial neuralgia,” 
“ciliary neuralgia,” “facial causalgia,” “sympatheti- 
calgia,” “sphenopalatine neuralgia,” and “vidian 
neuralgia.” 

A succinct definition of atypical face pain is not 
possible, but the term must be delimited to some 
degree if it is to be used intelligently. In attempt- 
ing this, we can best start by stating what the term 
does not include. Atypical face pain does not refer 
to trigeminal neuralgia, glossopharyngeal neuralgia, 
postherpetic neuralgia, or pains caused by obvious 
disease of the teeth, throat, nose, sinuses, eyes, or 
ears. This leaves, then, a group of conditions char- 
acterized by pain that is “deep,” poorly localized, 
and vaguely described by the patient. The pain 
may be felt in regions supplied by the fifth and 
ninth cranial nerves and the second and third 
cervical nerves. The distribution of the pain is 
“unanatomic,” in that it may involve portions of the 
sensory supply of two or more of these nerves and 
may cross the midline. In general, this pain is 
constant and endures for long periods, that is, 
weeks to years. Trigger zones are lacking. Patients 
often describe the pain as boring, drawing, press- 
ing, pulling, burning, or aching. 

With such a poor attempt at definition, how can 
we justify a presentation of this subject? “Atypical 
face pain” is a term like “fever” or “convulsion.” It 
names a symptom but does not imply a definite 
origin or cause. Given a case of atypical face pain, 
what are the possibilities as far as diagnosis, 
etiology, and treatment are concerned? 

In an attempt to answer some of these questions, 
we studied 100 patients initially given a diagnosis 
of atypical face pain who were seen by one or 
more of us at the Mayo Clinic in a period of 18 
months. It was found possible to classify the con- 
dition in each of these 100 patients under one of 
three headings, namely, (1) psychogenic, (2) or- 
ganic, and (3) indeterminate. This classification 
was not made on the basis of any preconceived 
notions concerning etiological factors or pathologi- 
cal changes. The rationale for such a classification 
may become clear as each of the headings is 
described and discussed. 


From the Section of Neurology (Drs. Rushton and Goldstein) and 
the Section of Dentistry (Dr. Gibilisco), Mayo Clinic and Mayo Foun- 
dation. The Mayo Foundation is a part of the Graduate School of the 
University of Minnesota. 


Read before the Section on Nervous and Mental Diseases at the 
108th Annual Meeting of the American Medical Association, Atlantic 
City, June 10, 1959. 


An attempt was made to classify 100 poa- 
tients who complained of deep, poorly local- 
ized, and vaguely described facial pain but 
whose symptoms could not be ascribed to 
trigeminal neuralgia, glossopharyngeal neu- 
ralgia, postherpetic neuralgia, or obvious 
disease of the teeth, throat, nose, sinuses, 
eyes, or ears. In 53 cases the trouble was 
finally ascribed to psychiatric illness such as 
depression, hysteria, or schizophrenia. In 33 
cases it was possible to identify either or- 
ganic causes such as tumors or physiological 
disturbances such as abnormal vasodilator 
activity. In 14 patients neither psychiatric nor 
physical causes were identified and the 
etiology remained undetermined. Such pa- 
tients should be treated conservatively, since 
ill-advised operations can result in grief for 
both patient and surgeon. 


Patients with Psychogenic Face Pain 


The group with psychogenic face pain consisted 
of 53 patients who suffered from depressive re- 
actions, conversion hysteria, or schizophrenia. Each 
of them complained primarily of face pain. Other 
symptoms suggestive of psychiatric illness were 
elicited after some time had been spent in talking 
to these patients. 

The age at onset of the pain in the 46 women 
and 7 men varied from 12 to 70 years, the majority 
of patients being in the fourth and fifth decades of 
life. The duration of pain varied from 1 to 36 
years. Only eight patients had enjoyed any re- 
mission of pain; three of these could give no 
reason for remission, one had pain only with her 
menstrual periods, and the remaining four had 
noted temporary relief after minor surgical pro- 
cedures on the nose, sinuses, or teeth. The other 
patients in the group suffered from constant pain. 
None was addicted to the use of opiates. Sixteen 
of these patients could obtain partial relief from 
the use of mild analgesics or sedatives, but in each 
instance the relief was so unsatisfactory that none 
had become habituated to the drug giving this 
partial relief. 

A total of 33 patients were unable to recognize 
any cause for their pain. The presumed causes 
offered by the remaining 20 patients were as fol- 
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lows: dental operations, 11 patients; being struck 
in the face by husband, 3 patients; husband's ill- 
ness, “nervous breakdown,” nasal operation, paro- 
titis, infected ear, and operation on the trigeminal 
nerve, one each. In general, we are reluctant to use 
the term “psychogenic” to classify cases of face 
pain. In spite of this, we think its use is justified 
because of the unusual character of the pain, its 
unanatomic distribution, the prominence of symp- 
toms indicating emotional illness, and the lack of 
any signs of organic derangement. 


Organically Caused Face Pain 


In the second group of patients the pain appar- 
ently resulted from an actual morbid anatomic 
change, such as neoplasm, or from obviously dis- 
turbed physiological function, as in the case of 
vasodilating face pain. This group included 33 
patients (14 men and 19 women). These patients 
could be subdivided into five groups, namely, those 
with (1) vasodilating face pain, (2) dental disease, 
(3) neuritis, (4) neoplasms, and (5) miscellaneous 
conditions. 

Vasodilating Face Pain.—Seven men and one 
woman had pain thought to be the result of dilata- 
tion of arteries of the face. This pain closely re- 
sembled histaminic cephalalgia, or “cluster” head- 
ache, in character, onset, and duration, but the 
location was sufficiently unusual to cause some 
difficulty in recognition. The maximal pain was in 
the lower portion of the face, which contrasts to 
the location in the usual case of histaminic cepha- 
lalgia. The attacks were relatively brief (20 minutes 
to 3 hours) and usually occurred several times in 
24 hours. Repeated bouts of pain would trouble 
the patient for days or weeks at a time and then 
subside, to leave him free of pain for several weeks 
or a year. In each case, a trial injection of ergota- 
mine tartrate relieved the pain of a typical attack. 

Six of these patients came to the clinic with a 
diagnosis of trigeminal neuralgia. Various surgical 
operations had been performed on six patients to 
relieve the pain. These operations included extrac- 
tion of teeth, operations on the nose and paranasal 
sinuses, injection of alcohol into or avulsion of 
branches of the trigeminal nerve, and decompres- 
sion of the gasserian ganglion and posterior root of 
the trigeminal nerve. One patient had the dubious 
distinction of having undergone 10 separate surgi- 
cal operations on his face; each was done for the 
purpose of relieving his pain, and each was a 
doleful failure. 

Dental Disease—The face pain proved to be 
caused by previously unrecognized dental disease 
in eight patients (one man and seven women). In 
each instance, the pain was unusual and objective 
evidence for dental disease was lacking during the 
early part of the illness. The pain was described as 
a constant ache in the face but not the teeth by 
four patients and as a severe but intermittent ache 
by four patients. Two patients noted that hot or 
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cold foods or liquids would increase the pain. 
Spontaneous remissions of pain were noted by six 
of the patients. Seven of them experienced some 
relief with the use of ordinary analgesics. 

In general, the pain was poorly localized; in no 
case was it localized to the offending tooth until 
late in the course of the illness. Physical examina- 
tions and roentgenologic studies early in the illness 
gave normal results. In five patients, the final diag- 
nosis was pulpitis, and the pain was relieved by 
extraction of the tooth. Three patients had causalgia 
of the mandibular nerve after dental extraction. 
All efforts failed to relieve the pain. 

Neuritis.—Neuritis of some portion of the trigemi- 
nal nerve was thought to be the source of pain in 
eight patients (four men and four women). The age 
at onset varied from 24 to 73 years, and the dura- 
tion of the complaint varied from two months to 
three years. The presumed causes for the neuritis 
were trauma to the face in three patients, extrac- 
tion of teeth in two, and insect bite on the fore- 
head in one; no cause for the pain could be re- 
called by the remaining two patients. The pain was 
described as burning and itching, jabbing or stick- 
ing. In each instance, it was limited to the branch 
of the nerve that was presumed to have been 
injured, and each patient had a slight but definite 
loss of sensation in this region. 

Neoplasms.—Three patients had neoplasms that 
caused unusual pain. Two women had suffered 


_ from face pain for five and six years, respectively, 


before other evidence of a tumor became apparent; 
each had a cylindroma, one in the parotid gland 
and one in the antrum. In each patient, careful and 
repeated examinations had failed to disclose any 
abnormality until late in the course of the illness. 
One woman had been emotionally maladjusted all 
her life, and her pain was considered as psycho- 
genic for several years. In each of these two pa- 
tients, the pain was deep, shooting, and boring but 
poorly localized. It was present constantly but 
varied unpredictably in severity. 

The third patient with a tumor was a man who 
had noted a variety of aching, jabbing, and burning 
pains on one side of the face for a year, during 
which time no cause for his distress could be dis- 
covered. This pain did not resemble trigeminal 
neuralgia. After a year, he became aware of numb- 
ness on the painful side of his face, and diminished 
sensation was found on testing with a pin and cot- 
ton. A neurofibroma of the acoustic nerve was 
recognized and removed. 

Miscellaneous Conditions.—The remaining six 
patients of the group with organically caused pain 
had a variety of conditions. The pain in each 
instance was unusual, as a manifestation of the 
presumed cause or the cause was not readily appar- 
ent. A young woman with acromegaly had pain in 
the right side of the face for 16 months; her dis- 
comfort resembled trigeminal neuralgia in some 
ways but was not typical of that condition. Sensa- 
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tion on the affected side of the face was dimin- 
ished. Section of the sensory root of the trigeminal 
nerve relieved the severe stabbing pain but left 
her with a constant burning discomfort on the right 
side of the face. Two women had thyroiditis asso- 
ciated with severe aching in the ear, lower jaw, and 
neck. A woman suffered from sudden severe pain 
in the right eye only, with diminution but not com- 
plete loss of vision in that eye; when examined 
three weeks later, she was found to have temporal 
arteritis. 

A woman had a stroke, with hemiplegia on the 
right and pain over the entire right side of the 
body. Within a few months, the pain disappeared 
except for “soreness” and burning of the gums, 
tongue, and malar region on the right side. At the 
time she was last seen at the clinic, this had per- 
sisted for two years. This pain was assumed to have 
been the result of a thalamic lesion. A 68-year-old 
man had suffered from symptoms of tabes dorsalis 
for 22 years when seen at the clinic. One year be- 
fore registration, he had noted dull, steady, aching 
pain on both sides of the face. This was associated 
with bilateral subjective diminution of the sensa- 
tions of touch and pain over the distribution of the 
trigeminal nerve. 


Face Pain of Indeterminate Etiology 


Patients were classed as having face pain of in- 
determinate etiology (five men and nine women) 
largely because they failed to qualify for the other 
two groups. In more than half of these 14 patients, 
the onset of pain was after the age of 50 years. The 
duration of pain was relatively short as compared 
with that in the group with psychogenic pain. The 
presumed causes for the pain as given by six pa- 
tients included infections, injuries, and operations 
about the face. The remaining eight patients could 
not recognize any cause for the pain. In general, 
the pain experienced by these patients had the fol- 
lowing characteristics: It was of shorter duration 
and came on later in life than was true in the other 
two groups. Remissions were common. The pain was 
made worse by maneuvers that often make “organic” 
pain worse, such as chewing, rubbing the face, or 
jarring the head. Most of these patients could gain 
temporary but substantial relief from ordinary 
analgesics. There was no reliable evidence to indi- 
cate that the pain was psychogenic, and the char- 
acter of the pain suggested an organic cause. 


Comment 


When a physician sees a patient who complains 
of face pain that is atypical, what steps can he take 
in an attempt to solve the problem? The first and 
most important step is to obtain a careful and 
detailed history. The patient should be asked to 
recall his first experience with the pain and recount 
its exact location and character at the onset. If he 
has any ideas as to the cause, these should be con- 
sidered, no matter how odd they may appear to be. 
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The subsequent course of the pain should be ascer- 
tained to learn whether it was constant or inter- 
mittent. If remissions occurred, what were their 
frequency and duration? What seemed to bring 
about these remissions? When the pain was pres- 
ent, what would make it worse and what would 
relieve it? Has the pain remained constant in loca- 
tion and character or has it changed? What types 
of treatment have been employed and what were 
the results? What diagnoses have been made in the 
past? If the patient’s answers to such questions are 
vague or evasive, this observation itself may be of 
value in forming some opinion as to the nature of 
the illness. 

A careful physical examination should be done, 
since it may reveal some condition, such as thy- 
roiditis, that will account for the pain. It is often 
necessary to carry out dental or neurological 
studies, as well as examinations of the eyes, ears, 
nose, throat, and sinuses. Roentgenograms of the 
skull, sinuses, teeth, cervical portion of the spinal 
column, and temporomandibular joints may be 
required. In some cases, special roentgenologic 
studies, such as tomography, are of value. Other 
laboratory tests are usually of little value, but none 
should be neglected if it offers a reasonable chance 
of shedding light on the problem. Biopsy of any 
suspicious mass or region is justified. 

Procedures intended to relieve pain may be of 
value provided they can be carried out with safety. 
Injection of a local anesthetic agent into the painful 
region or into a nerve supplying that region is of 
value when practical. The results of a single treat- 
ment should not be relied on, particularly when 
the one injection relieves the pain. In some cases, 
the injection should be repeated, with sterile water 
used to test the suggestibility of the patient. Appli- 
cation of a solution of cocaine to painful regions in 
the throat or nose may relieve the pain. If relief is 
obtained, the procedure may be repeated, with a 
solution of quinine used as a control. If the pain 
has characteristics suggesting that it is the result 
of vasodilatation, it is well to try the effect of injec- 
tion of histamine to induce or augment the pain or 
the injection of ergotamine tartrate to relieve it. 

Finally, if the patient displays evidence of sig- 
nificant emotional disorder, psychiatric consultation 
is of value. As a result of such study, it may become 
apparent that the pain is the primary symptom of 
depression or a similar major psychiatric problem. 
The patient's emotional state occasionally is such 
that it causes him to exaggerate an “organic” pain 
which he otherwise might bear with good grace. In 
such cases, proper psychiatric care may so lessen 
the significance of the pain that it no longer pre- 
sents a problem. 

At this point, one may object because we have 
merely described a group of unusual face pains 
and have not described the entity of “atypical face 
pain.” Our answer is that we believe there are many 


face pains which are atypical. These constitute a 
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poorly defined and loosely organized group to 
which the term “atypical face pain” may be ap- 
plied without implying that the term describes a 
well-defined entity. Danger exists in considering it 
an entity, since this would imply a common cause 
and its use would assume that a definite diagnosis 
had been made. The term should be used only as 
a last resort and only after careful and exhaustive 
efforts have been made to arrive at a better diag- 
nosis. 

When it is finally decided that a patient has 
atypical face pain for which no cause can be found, 
treatment should be of a conservative nature. Sur- 
gical operations about the face and head should be 
done only if it is reasonably assured that the pro- 
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cedure will relieve the pain, for ill-advised oper- 
ations can result in grief for both patient and sur- 
geon. 

Summary 


The term “atypical face pain” should be used as 
the name of a symptom in the same manner in 
which such terms as “fever” and “convulsion” are 
used. These pains do not have a common cause. 
The designation should be used only when a defi- 
nite diagnosis is not possible and with the realiza- 
tion that surgical treatment holds little promise of 
aiding these patients. Cautious conservative treat- 
ment and continued observation are the best means 
for care of these patients. 


CLINICAL NOTES 


ALLERGIC REACTION TO SUCCINYLCHOLINE 


Edith R. Kepes, M.D. 


Henry Haimovici, M.D., New York 


Succinylcholine (Anectine) chloride is a “de- 
polarizing” type of muscle relaxant with action of 
rapid onset and short duration. It was synthesized 
in 1906 by Hunt and Taveau'; its effect on the 
neuromuscular junction was first described by Bovet 
and others * in 1949. Since 1950 succinylcholine has 
had extensive clinical trial and has been adminis- 
tered to thousands of patients to produce muscular 
relaxation for surgery. Because of its controllability 
and lack of side-effects, this drug has almost re- 
placed all other muscle relaxants in anesthesia. We 
have administered this drug to over 10,000 patients. 
The patient reported on below is the first who 
exhibited severe allergic skin manifestations with 
histamine release and circulatory collapse. As no 
similar observations have been published to our 
knowledge, the following case report is presented. 


Report of a Case 


A 61-year-old male was admitted with the diag- 
nosis of an abdominal aortic aneurysm. The his- 
tory revealed that for about 12 years he had had 
repeated episodes of pain in the epigastrium and 
left flank with nausea and vomiting lasting one or 
two days. These episodes were usually controlled 
by analgesic injections. He underwent a cholecys- 
tectomy 10 years previously because of persisting 
and unexplained pain. Anesthesia for this opera- 
tion was induced with nitrous oxide and ether. 
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After this procedure, the painful episodes remained 
unchanged. The patient had a negative history for 
allergies, except for a skin rash on the face 20 
years previously. The cause of this rash was never 
determined. It did not respond to ointments and 
was controlled by x-ray radiation. 

The patient was a well-developed male. All find- 
ings of physical examination were unremarkable 
except for moderate hypertension, with blood pres- 
sure 170/100 mm. Hg, and abdominal signs. A 
pulsatile mass 5 in. in diameter was palpable on 
the left side from the costal margin to just below 
the umbilicus. Radiologic studies showed clear lung 
fields, elongation of the aorta, and sclerotic changes 
in the aortic knob. A plain film of the abdomen 
revealed a bulging mass outlined with calcium 
opposite L-2 and L-3; this was presumed to be an 
aneurysm of the abdominal aorta. A gastrointestinal 
x-ray series showed compression changes on the 
third portion of the duodenum and the antrum 
of the stomach, presumably secondary to an ab- 
dominal aortic aneurysm. It also revealed a de- 
formity of the duodenal bulb secondary to peptic 
ulcer disease. Laboratory findings were as follows: 
urine, normal; hematocrit, 47%; leukocyte count, 
11,400 per cubic millimeter, with 72% polymorpho- 
nuclear cells, 6% stab forms, 1% eosinophils, 10% 
lymphocytes, 8% monocytes, and 3% atypical cells; 
blood urea nitrogen, 13.1 mg. per 100 cc.; choles- 
terol, 241 mg. per 100 cc.; serum amylase, 43 units; 
and blood sugar, 92 mg. per 100 ce. 
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On Dec. 15, 1958, the patient was scheduled for 
resection of the abdominal aortic aneurysm with 
graft replacement. Premedication consisted of seco- 
barbital (Seconal) sodium, 100 mg. by mouth, and 
meperidine (Demerol) hydrochloride, 50 mg., and 
atropine sulfate, 0.4 mg., intramuscularly. Preop- 
erative blood pressure was 155/100 mm. Hg, and 
the pulse rate was 100 beats per minute. Anesthesia 
was induced with an intravenous drip of thiamylal 
(Surital) sodium, 0.4% in 5% dextrose in water, 
followed by an intravenous drip of succinylcholine, 
0.1% in 5% dextrose and water. The mouth, phar- 
ynx, and larynx were sprayed with 5% cocaine, 
and an endotracheal tube lubricated with 1% cyclo- 
methycaine (Surfacaine) ointment was inserted. 
Eight minutes after the induction, an urticarial 
rash appeared, starting at the chest and spreading 
to every part of the skin of the trunk, head, and 
extremities. Five minutes later the blood pressure 
was 70/40 mm. Hg and the pulse, 65 beats per 
minute. Hydrocortisone sodium succinate (Solu- 
Cortef), 100 mg., followed by diphenhydramine 
(Benadryl) hydrochloride in 20-mg. doses (total 
of 100 mg.), was injected intravenously. Within 
five minutes the blood pressure continued to drop 
to 50/? mm. Hg; it then gradually rose to reach 
preanesthesia levels after 10 minutes. The skin 
changes disappeared in the next few hours, but 
facial edema persisted for 24 hours. His tempera- 
ture the next day was elevated to 100.2 F (37.8 C). 

Tests to ascertain the cause of the allergic re- 
action were carried out. A patch test with seco- 
barbital was negative. Intradermal tests with suc- 
cinylcholine and thiamylal were considered to be 
negative, despite the fact that the latter drug 
caused a slight redness without wheal formation. 
Cocaine and cyclomethycaine were not tested, since 
it was not planned to use these drugs again. 

The patient was rescheduled for surgery on Dec. 
23. Preoperative medicaments were meperidine, 50 
mg., and atropine, 0.4 mg. His preanesthesia blood 
pressure was 160/100 mm. Hg and pulse, 80 beats 
per minute. Anesthesia was induced with cyclopro- 
pane. Succinylcholine, 40 mg., was used for endo- 
tracheal intubation. The patient developed the 
same skin reaction. Hydrocortisone, 100 mg., and 
diphenhydramine, 50 mg., were used immediately 
and the blood pressure and pulse remained un- 
changed. The operation was once again postponed. 

On Dec. 26 the patient was tested intravenously 


to all drugs previously used. This was carried out 


in the anesthesia induction room in the presence of 
resuscitative equipment. There were no reactions 
after intravenous injection of meperidine, 10 mg.; 
atropine, 0.1 mg.; and thiamylal, 50 mg. Succinyl- 
choline, 0.1% intravenous drip, produced the gen- 
eralized urticarial reaction after an infusion of 30 
mg. The patient required assisted respiration with 
oxygen for about five minutes, after which his 
normal muscle tone returned. The rash disappeared 
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after one hour. Other tests, such as having the pa- 
tient inhale cyclopropane and scrubbing his skin 
with surgical soap (Septisol), were all negative. 

Resection of the abdominal aortic aneurysm with 
graft replacement was performed three days later 
with cyclopropane-ether anesthesia after induction 
with thiamylal sodium. His course during surgery 
and in the postoperative period was uneventful, 
and he was discharged on the 16th postoperative 
day. Comment 

Von Dardel and Thesleff ® found it impossible to 
demonstrate any histamine-freeing effect of suc- 
cinylcholine. They found no bronchoconstriction, 
salivation, or urticaria. On the other hand, Bourne 
and associates * reported succinylcholine to be a 
very weak histamine liberator. They assessed this 
by wheal formation in the human skin and reported 
it to have about one-hundredth of the activity of 
tubocurarine. 

Routine skin testing for succinylcholine in this 
patient was negative, thus yielding no information 
about his true allergic reactions. Only after intra- 
venous administration of the drug did the patient 
exhibit a prompt and full picture of his allergy. 
This route for testing was decided on after failure 
of the routine skin testing, inasmuch as such drugs 
were and are given intravenously during anesthe- 
sia. Although the risk of this form of testing was 
fully appreciated by us, we nevertheless felt that 
use of this route was justifiable on the basis of its 
use on two previous occasions. This test was fol- 
lowed by the immediate and complete control of 
the untoward reaction by prompt application of 
all resuscitative and antihistaminic measures. 


Summary 

In a patient who received several drugs during 
the course of induction of anesthesia, an unusually 
severe allergic reaction occurred, with skin mani- 
festations and shock due to histamine release. This 
patient was proved to be specifically allergic to 
succinylcholine (Anectine) chloride only. Although 
intracutaneous tests to the drug were negative, in- 
travenous administration successfully identified the 
offending agent. It is emphasized that, when this 
route is used to test possible allergies to drugs, all 
resuscitative measures should be readily available. 

210th Street and Bainbridge Avenue (67) (Dr. Kepes). 
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SPECIAL ARTICLE | 


SURGERY, GENERAL AND ABDOMINAL, 1859-1959 
John H. Mulholland, M.D., New York 


It is a great honor to stand in the place which 
has been occupied by so many illustrious men over 
the 100 years that the Section on Surgery has ex- 
isted. The names of those who contributed to the 
deliberations of the Section conjure up a history of 
surgical progress in America. 

It would be difficult for me to review the mus- 
ings that a survey of the transactions of the Section 
bring to mind. To chronicle names, dates, and sub- 
jects would be simple but dry. As the Chairman’s 
address should be related to theme of the occasion, 
I have taken this opportunity to track down from 
records the answer to a question which has long 
been on my mind: How did the Section get its 
curious designation, “The Section on Surgery, Gen- 
eral and Abdominal”? Why the adjectives “Gen- 
eral” and “Abdominal”? Why the conjunction 
“and”? Why are the adjectives used as supple- 
ments? The search disclosed an interesting side 
light on the history of the Section and led to a con- 
sideration of the meanings of the word “general.” 

In 1859, 12 years after the founding of the Ameri- 
can Medical Association, there were two sections 
formed for the discussion of medical subjects. 
These were the Section on Practical Medicine and 
_ Obstetrics and the Section on Surgery and Anat- 
omy. The development of scientific sections from 
this beginning is in great part a splitting off from 
the original two bodies of segments devoted to 
special subjects and in lesser part to changes in 
names. The names were ostensibly changed because 
of new orientations, but this was not entirely so. 
Detailed deliberations about such matters were 
not recorded, but there is some evidence that such 
unscientific considerations as jealousy, pride, juris- 
dictional disputes, and emotions played a_ part. 

The rise of specialization in surgery can be 
traced quite clearly. In 1878 the Section on Oph- 
thalmology, Otology, and Rhinology was estab- 
lished. In 1910 the Section on Genito-Urinary Dis- 
eases was formed, to become simply the Section 
on Urology later. In 1912 the Section on Orthopedic 
Surgery was established, in 1916 the Section on 
Gastroenterology and Proctology, and in 1940 the 
Section on Anesthesiology. This lineage and de- 
scent begins with the original Section on Surgery 
and Anatomy. From the other original Section, on 
Practical Medicine and Obstetrics, another line 
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stemmed. One of the segments became, in 1873, 
the Section on Obstetrics and Diseases of Women 
and Children. The evolution of this Section to the 
present time is described below. In 1880 the word 
“children” was dropped. In 1911 the name was 
changed to Section on Obstetrics and Gynecology 
and in 1912 to Section on Obstetrics, Gynecology, 
and Abdominal Surgery. 


Abdominal Surgery 


This is the first appearance of the term in which 
we are interested, “abdominal,” and, since our in- 
terest is in its usage as of 1959, we might go into 
the records for more information. Unfortunately, 
the minutes of section meetings are composed of 
titles of papers, names of authors and discussants, 
and a few formal resolutions. Much of what must 
have gone on in the hallways is unrecorded. From 
the tone of many of these carefully worded resolu- 
tions, however, it may be inferred that flare-ups of 
great magnitude were taking place. For instance, 
at a meeting of the Section on Surgery and Anat- 
omy held on Wednesday, May 6, 1903 (nine years 
before the appearance of the word “abdominal”) 
it is recorded that Arthur Dean Bevan of Chicago 
made the following motion: 

That the delegates of the Section on Surgery call the at- 
tention of the House of Delegates to the fact that much sur- 
gical work such as appendicitis, gastric ulcer, typhoid per- 
foration, and gallbladder surgery is being at the present time 
duplicated in two sections of this Association, and that the 
very important work of obstetrics is not being sufficiently 
emphasized. I move that it is the sense of the Section on 
Surgery that its interest would best be served if the surgical 
diseases of women were transferred to the Section on Sur- 
gery, leaving to the gynecologic section obstetrics and the 
diseases of the genital organs of women. I move that the 
Delegates of the Section of Surgery bring this matter before 
the House of Delegates. 


The motion was duly seconded and carried. 
There is no record of the immediate reaction to 
this resolution. That there was a reaction may be 
surmised from an item in the minutes of the meet- 
ing of the Section on Surgery and Anatomy on 
July 12, 1905, at which Dr. Brayton of Indiana 
announced to the members that the Indiana dele- 
gation had with them the first woman operated on 
for gallstones and that she would be shown the 
next day at the Section on Obstetrics and Diseases 
of Women. 

There is also no doubt about the feelings of one 
man; Dr. H. G. Wetherell, Chairman of the Section 
on Obstetrics and Diseases of Women, who said in 
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his Chairman’s address in 1911 that gynecologists 
not only had established gynecologic and obstetric 
surgery on a scientific basis but in abdominal sur- 
gery had blazed the way for the general sur- 
geon. He said further, “The Section should be 
designated as Obstetrics, Gynecology, and Abdom- 
inal Surgery and so come into its own. . . . This 
would bring back to us some of those who have 
been lured into other pastures.” He agreed that 
“The average gynecologic and obstetric surgeon is 
often an indifferent operator when working outside 
of his pelvic and abdominal limitations, particularly 
when he attempts brain surgery.” The name of the 
Section was changed the next year and “abdominal 
surgery” passed to the obstetricians and gynecolo- 
gists. 

Much more must have gone on than the minutes 
disclose. The speakers at the next year’s meeting 
of the Section on Obstetrics, Gynecology, and Ab- 
dominal Surgery included George W. Crile, W. J. 
Mayo, John B. Deaver, Robert C. Coffey, and John 
B. Murphy, speaking on such subjects as cancer of 
the stomach and the technique of cholecystectomy. 
The program of the Section on Surgery at the same 
meeting included papers on fractures, bone grafts, 
dislocations, nephritis, anesthesia, and one of spe- 
cial significance on “Experimental Intestinal Ob- 
struction in Dogs, with Especial Reference to the 
Cause of Death and the Treatment with Large 
Amounts of Normal Saline.” This is, of course, the 
classic key paper by Hartwell and Roguet, which 
showed that the survival time of dogs with intesti- 
nal obstruction could be extended from 48 hours 
to several weeks by administration of water and 
electrolytes. 

The next officially recorded item in this contest 
was a resolution introduced by Dr. Fred C. Lund 
of Boston at the 1914 meeting of the Section on 
Surgery to the effect that the words “and Abdomi- 
nal Surgery” be omitted from the title “Obstetrics, 
Gynecology, and Abdominal Surgery” and be 
added to form the title “Section on Surgery, Gen- 
eral and Abdominal.” The result was that the words 
“Abdominal Surgery” were attached to the names 
of both sections and remained so attached for 24 
years. 

Blades, in his presidential address before the 
American Association for Thoracic Surgery in 1958, 
referred to the “battle for various organs” and 
“raids outside [the specialist’s] designated body 
cavity” as results of specialty board limitations 
and impositions. The issue seems to have fronted 
long before specialty boards appeared. 

To continue the chronicle, in 1938 the Section on 
Obstetrics and Gynecology quietly, at least in offi- 
cial minutes, dropped the words “Abdominal Sur- 
gery from its title. It remains with us, however, a 
21-year-old vestige. It might be appropriate at this 
100th anniversary to initiate a change in title which 
would bring us back full circle to the embracing 
name “Section on Surgery.” Let us discard the 
words “and Abdominal” as a meaningless scar. The 


SURGERY—MULHOLLAND 


139/551 


tracks back to the origin are really not pleasant to 
retrace. They lead through human frailties which 
are no less prominent today. 


General Surgery 


The word “general” in “general surgery” is, how- 
ever, worth some discussion. It has come to have 
various meanings to various people, depending on 
usage or point of view. “General surgery,” in the 
purest application of the word, means surgery taken 
as a whole or pertaining to the whole body of sur- 
gical knowledge—that is, a concept which deals 
with universal rather than particular aspects and 
relates to each and every component of surgery. In 
the most impure application “general surgery” has 
come to mean only that which the specialist leaves 
behind. 

The disparity in these two concepts arises be- 
cause one stems from a consideration of the prac- 
tice of surgery, the other from the view of advance- 
ment of surgical knowledge. The utilization of a 
special skill in practice is dependent on the inci- 
dence of the disease which requires that skill. The 
generality which is widely applicable arises from 
thought and study and is dependent on a mind in 
which an idea was created. 

It is true that in the 100 years of this Section’s 
life, blocks of specialty sections have been con- 
stantly chipped off, leaving what is considered a 
smaller and smaller remainder. Yet the substance of 
general surgery, the size of the section, number of 
residencies, the literature, the circulation of jour- 
nals, the number of societies, and the number of 
certified specialists and of operations performed in 
general surgery all have increased. How can some- 
thing be partitioned into many parts and yet ex- 
pand and grow bigger? 

I believe such a paradox is possible because we 
are talking about different things. Surgery is on 
the one hand a job to be done, an increasingly com- 
plex job and therefore an area in which division of 
labor is essential. From this standpoint the job is 
unquestionably done more efficiently by organiza- 
tion into special groups based on skill in the applica- 
tion of technical and specific knowledge or on the 
extent of the need. Working divisions of the hospital 
staff, of certifying boards, of societies, and of scien- 
tific sections of the American Medical Association 
are naturally formed and developed. 

On the other hand, surgery is a body of knowl- 
edge which by its very nature is imperfect; i. e., 
surgical operations are required because of lack of 
knowledge of disease. Its content is constantly 
changing, shifting in emphasis, eliminating, and at 
the same time growing. The organization of surgical 
thought for growth of knowledge is not a matter of 
division into segments for efficiency of service but 
quite the reverse. This development is dependent 
on wide encompassing reception of information 
from all sources into minds in which relationships 
between seemingly unrelated facts can be seen and 
organized into concepts. 
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The American Medical Association was founded 
for the purpose of considering the deplorable status 
of medical schools and medical education in 1847. 
It is understandable that reforms in organization 
followed the pattern of practice. Universities were 
not interested in medical schools. All credit for 
elevation of standards belongs to the practitioners 
who organized themselves. The better medical 
schools emerged as those which were formed and 
influenced by members of the staffs of hospitals. 
Departments in the medical school were created on 
the basis of experience with (and therefore in- 
cidence of) disease in a hospital, and what was 
considered basic information required for under- 
standing those diseases. This departmental structure 
persists to this day and even survived the revolution 
in medical education carried out in Baltimore by 
Johns Hopkins University. 

As other universities followed the pattern of 
Johns Hopkins and became more involved in the 
search for knowledge of disease, a conflict between 
this purpose and that of practical lessons in the arts 
of medicine and surgery arose. The evolution of our 
modern medical school is a feature of this conflict. 
On the one hand, efficient application of skills de- 
mands specialization; and on the other, research 
demands free general inquiry and breadth. In many 
medical schools the names of departments as estab- 
lished in 1847 or before persist, but not the content. 
Educators, on the bases of their own objectives, 
have changed the structure of such departments as 
anatomy into research centers of embryology or 
endocrinology. Biochemistry departments have 
little interest in the chemical examination of tissues 
and fluids of the patient; they consider these as 
matters for the departments of medicine and sur- 
gery. Departments of pathology in medical schools 
are being divorced from the traditional pathological 
laboratory service of the hospital. The application 
of pathology as a service to the practitioner is con- 
sidered a postgraduate technical or specialist disci- 
pline which is immediately useful. Undergraduate 
teaching in pathology is directed toward trying to 
hunt out mechanisms of disease, whether or not 
there is a morphologic manifestation, and to deal 
with material which will be the applied knowledge 
of the future. 

Generalities 


This trend toward impressing on the mind of 
the undergraduate generalities which will be appli- 
cable to all of his medical thinking in the future 
meets one of its great obstacles in surgery. The 
traditional equipment for surgical action is a de- 
tailed knowledge of anatomy. Anatomy department 
personnel have decided that other, more catholic, 
matters have crowded out descriptive static infor- 
mation. And, much as we decry this attitude, they 
may be right. Is it more important for the physician 
of the future to know the anatomic relations of the 
ulnar nerve or to know the laws of enzyme activity? 
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We would agree that it is not bad for everyone to 
know about the ulnar nerve and certainly very 
necessary for some, but knowledge of energy-pro- 
ducing enzyme systems is knowledge of life itself, 
and universally important. 

New knowledge, of greater importance and uni- 
versality, has continued to accumulate like nutri- 
ment in the roots of a tree. It forces what was 
there further up the trunk, into the branches, to the 
distal leaves. Growth is conspicuous in the visible 
aboveground structure but takes place fundamen- 
tally in the buried, unseen underground. General 
surgery may be considered in one respect to be like 
tree growth. It serves as the entering point of gen- 
eral knowledge to be spread through all surgical 
endeavor. Departments of surgery in a medical 
school must deal in generalities in their under- 
graduate responsibilities. Fundamental generalities 
must be established in deeper roots of biology and 
chemistry, and the department of surgery must 
establish the place of those generalities in surgical 
thinking. 

The development of what is now everyday 
knowledge of fluid and electrolyte metabolism in 
man is an example of what I mean. We can trace 
back to the physicist Arrhenius (who, like this Sec- 
tion, was born 100 years ago) the first light about 
electrolytic dissociation. In someone’s mind the 
empirically established efficacy of sodium _bicar- 
bonate solution in the treatment of cholera, which 
was noted in 1832 by O'Shaughnessy, was finally 
connected with the basic physics of solutions. This 
trail of ideas might have gone through the minds of 
physiologists, such as Starling; biochemists, such as 
Clark, Van Slyke, and Hastings; pediatricians such 
as Holt, Howland, Marriot, and Gamble; and many 
others down into minds seeking answers to surgical 
problems. The result is some approach to a univer- 
sal law which is applicable generally. 

It is obvious that the favored and perhaps pre- 
tentious interpretation of the word “general” in 
“general surgery” is universality, or the root source 
for all the branches. It is really a word, though, 
which means no more and no less than the user in- 
tends it to mean. For example, in his delightful 
book, “To Work in the Vineyard of Surgery,” 
Churchill states, “There is much evidence to show 
that the adjective ‘General’ [in Massachusetts Gen- 
eral Hospital] refers not to a wide range of human 
ills and ailments, as commonly supposed, but to the 
principle that there shall be no racial, religious, 
social or economic restrictions applicable to the 
people it serves.” . 

There is another instance in an obituary memoir 
of Dallas B. Phemister, published in the Transac- 
tions of the American Surgical Association for 1952. 
The concluding sentence is, “It might well be said 
that he was one of the last of the great general sur- 
geons.” This implied, I think, that Phemister’s in- 
terests were spread out and that he involved himself 
in all surgical activities. While I agree with the 
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designation “great general surgeon,” I believe it 
applies to him because he had depth rather than 
width of interests. His search into mechanisms was 
so profound that what he said and wrote was of 
general importance. That he was not the last is 
attested by the career of one of his great pupils, 
whose interests are listed in “American Men of 
Science” as “calcium metabolism, sex hormones, 
cancer, enzymes of the blood, and bone physiology.” 
The depth of these interests has resulted in advanc- 
ing all surgical knowledge useful to the gynecolo- 
gist, urologist, orthopedist, and general surgeon 
alike. 

This Section on Surgery is a forum for the dis- 
semination of surgical knowledge. It is distinct 
from other forums in that for 100 years its purpose 
has been to join the minds of those whose job it is 
to dig for information with the minds of those 
whose job it is to use the information intelligently. 
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There is little of the ritualistic exclusiveness of other 
surgical societies in its membership. Somewhere 
along the line it acquired an invidious name, as a 
result of differences in opinion among those who 
were performing the ultimate task of utilizing 
knowledge. For a time the Section identified itself 
more with the utilitarian aspect and became in- 
volved in quarrels about jurisdictional rights and 
practicing privileges. This is understandable, be- 
cause surgery is so much a matter of utilizing 
knowledge directly and by specific action. More 
farsighted is the later and modern identification of 
its bonds to the other end of the production line. 
The next 100 years will see expansion of the content 
of knowledge and responsibility for its application 
beyond any experience in history. May the Section 
on Surgery, which I hope it will be called, expand 
in like fashion. 
550 First Ave. (16). 


COUNCIL ON DRUGS | 


NEW AND NONOFFICIAL DRUGS 


The following descriptions of drugs are based on available evidence and do not in any case 


imply endorsement by the Council. 


Arginine Hydrochloride (Argivene).—L-Arginine 
hydrochloride.—The structural formula of arginine 
hydrochloride may be represented as follows: 


» 
NH CH2CHe COH : HCI 
HaN NHe 


Actions and Uses.—Arginine hydrochloride is an 
amino acid preparation with pharmacological ac- 
tions and clinical uses similar to those of sodium 
glutamate. (See the monograph on sodium gluta- 
mate in New and Nonofficial Drugs.) Its intra- 
venous administration causes a lowering of blood 
ammonia levels. This effect is of very limited use- 
fulness for the symptomatic management of gravely 
ill patients with encephalopathies associated with 
ammoniacal azotemia, usually the result of severe 
liver dysfunction (so-called hepatic coma). Although 
the drug has no effect on the course of the liver 
disease itself, its ability to lower blood ammonia 
levels may bring about a reversion of the neurologi- 
cal status from stupor to consciousness. As in the 
case of sodium glutamate, symptomatic improve- 
ment with arginine hydrochloride seems to be 
most pronounced in those patients whose comatose 
condition has been precipitated by circulatory ni- 
trogenous loads of exogenous origin. The proper 
management of hepatic encephalopathies with 
hyperammoniemia includes a low-protein intake, 


H. D. Kautz, M.D., Secretary. 


antibiotics given orally, evacuation of the gastro- 
intestinal tract, and dextrose infusions. Hence, the 
intravenous use of arginine hydrochloride in such 
cases is considered an adjunct to other measures 
designed to lower blood ammonia levels. 

Ammoniemia is sometimes observed in such other 
conditions as congestive heart failure, severe infec- 
tions, anoxic states, shock, certain types of poison- 
ing, metabolic acidosis (including diabetic coma) 
and erythroblastosis fetalis. It is doubtful, however, 
that these conditions are positive indications for 
arginine infusions. 

Arginine hydrochloride is sodium-free and, hence, 
is better tolerated than equivalent amounts of 
sodium glutamate. The chief hazard to its use is 
associated with the presence of the chloride ion in 
the salt. Thus, the drug should be used with cau- 
tion in patients with hyperchloremic acidosis, espe- 
cially in the presence of renal disease or anuria. 

Dosage.—Arginine hydrochloride is administered 
intravenously. A solution containing 20 Gm. of the 
drug in 50 cc. of water is diluted with 500 to 1,000 
ce. of 5 to 10% dextrose in water for injection. This 
diluted solution is then infused by intravenous drip 
over a period of four hours. 

Preparations.—solution (injection) 20 Gm. in 50 cc. 


Year of introduction: 1957, 

Gray Pharmaceutical Company, Inc., cooperated by fur- 
nishing scientific data to aid in the evaluation of arginine 
hydrochloride. 
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EXTERNAL AND MIDDLE EAR INFECTIONS 


NFECTION of the external auditory 
canal and chronic infection of the middle 
ear that has failed to resolve comprise 
two widely encountered clinical entities. 
In the case of the former, external otitis constitutes 
anywhere from 5 to 40% of all ear infections seen 
in the United States, the wide variation being due 
to regional and sectional differences in atmospheric 
temperature and humidity. 

Judicious selection of medicaments for the treat- 
ment of external otitis, the more common types of 
which include furunculosis, otomycosis, and ecze- 
matous dermatitis, often depends on the bacteriol- 
ogy of the infectious process. The causative agent 
of external otitis can be any one of a number of 
gram-positive or gram-negative bacteria and fungi. 
In troublesome cases, antibiotic sensitivity tests 
can aid in the selection of the most effective anti- 
microbial drugs for use in therapy. These tests, 
however, are not foolproof, and their interpreta- 
tion requires experience and judgment for proper 
evaluation. 

Until fairly recently little attention was paid 
either to the pH of the skin of the external auditory 
canal or to the pH of solutions applied to it. In a 
series of investigations, Fabricant and Perlstein ' 
have pointed out that the pH of solutions applied 
to the skin of the external auditory canal is an 
important factor in therapy. It is not uncommon to 
find that the difference in effectiveness of two 


1. (a) Fabricant, N. D., and Perlstein, M. A.: pH of Cutaneous Sur- 
face of External Auditory Canal: Study of 27 oo ty 44 Children and 
60 Adults, Arch. Otolaryng. 49 :201-209 (Feb.) 1949. (b) Fabricant, 
N. D.: pH Factor in Treatment of Otitis Externa, A. M. A. Arch. 
65: 11- 12 (Jan.) 1957. 
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apparently similar agents is due to the ability of 
one medicament to produce or enhance a state of 
acidity, while the other produces or enhances a 
state of alkalinity that is unphysiologic and pro- 
vides fertile soil for the propagation of infection. 
Once there is interruption of the continuity of the 
epithelial lining and an alteration of the pH from 
the acid to the alkaline side, bacteria and fungi 
have their greatest opportunity for growth and 
multiplication. These properties are enhanced by 
the use of solutions in the external auditory canal 
whose pH is alkaline. 

Susceptibility to infection by bacteria is widely 
held to be due to the removal of the antibacterial 
“acid mantle” and its displacement by an abnormal 
“alkaline mantle.” This phenomenon is especially 
applicable to the external auditory canal, which 
by virtue of its exposed position to the outside 
world is subject to dermatological lesions, traumatic 
and clinical indignities, and invasion by a host of 
micro-organisms. Here, a moist environment con- 
taining cellular detritus and cerumen frequently 
serves as an adequate culture medium for the 
growth of bacteria and fungi. 

The seborrheic areas of the body are generally 
more alkaline than other parts of the skin’s surface. 
Alkaline areas are less bactericidal than the rest of 
the skin and consequently are predisposed to in- 
fection. Measurements of the pH of the skin of the 
external auditory canal, clinically normal, pro- 
duced pH values chiefly within the acid range. 
Measurements of the pH of the skin in external 
otitis, by Fabricant,’ showed the pH range in men 
to be from 7.1 to 7.8 and in women to be from 
7.1 to 7.4. 

Various topical bactericidal otic solutions have 
been introduced in recent years for the treatment 
of external otitis and chronic suppurative otitis 
media. Many of them have a useful place in con- 
temporary practice. In many instances the clinical 
response is satisfactory, yet enough failures exist 
to make the physician aware of the truth of the old 
adage “sometimes they work and sometimes they 
don't.” In troublesome cases of chronic suppurative 
otitis media it is always worth considering the 
systemic use of antibiotics and sulfonamides. From 
time to time surprisingly favorable responses are 
obtained, to the delight of the patient who has 
almost given up hope and the prescribing physician 
who also has begun to despair. While bacteriologi- 
cal studies and sensitivity tests frequently assist 
in the choice of appropriate medication, neither 
studies nor tests guarantee the drying of the dis- 
charge from a chronically infected middle ear cav- 
ity. The drying of the ear itself holds the secret of 
success or failure. 
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ORGANIZATION SECTION 


REPORT OF THE SECTIONS OF THE SCIENTIFIC ASSEMBLY 
ATLANTIC CITY MEETING, JUNE 8-12, 1959 


SECTION ON ANESTHESIOLOGY 


The Section on Anesthesiology held its first meeting on 
Wednesday morning, June 10, in the Ballroom of the Shel- 
burne Hotel. On Thursday morning, June 11, it met jointly 
with six other Sections in a symposium on childbirth, in the 
Ballroom of Convention Hall and on Thursday afternoon 
jointly with the Section on Nervous and Mental Diseases in 
a symposium on hypnosis in Room D, Convention Hall. The 
final meeting was held on Friday morning, June 12, in the 
Ballroom of the Shelburne Hotel. In addition to the joint 
meetings 14 papers were presented, 7 of which were in- 
cluded in a symposium on complications of anesthesia. 

At the business meeting on Wednesday, June 10, reports 
were given by the Secretary, the representative to the Amer- 
ican Board of Anesthesiology and the Section Delegate. 
Members of the Section who participated in the Scientific 
Exhibit were presented. 

Two resolutions were passed. The first was in opposition 
to a third year in training in anesthesiology and was di- 
rected to the Council on Medical Education and Hospitals. 
The second resolution approved mouth-to-mouth breathing 
in resuscitation. 

At the business meeting on Friday, June 12, the following 
officers were elected: Chairman, Dr. Meyer Saklad, Provi- 
dence, R. I., and Vice-chairman, Dr. Alice McNeal, Birming- 
ham, Ala. The Secretary, Dr. Vincent J. Collins, New York, 
and the Assistant Secretary, Dr. Kenneth K. Keown, Colum- 
bia, Mo., were continued in their terms expiring in 1961. 
The Delegate, Dr. Joseph H. Failing, Los Angeles; the 
Alternate Delegate, Dr. Ralph Sappenfield, Miami, Fla., and 
the Representative to the Scientific Exhibit, Dr. Edwin L. 
Rushia, Augusta, Ga., were continued until 1960. 

The Section sponsored six scientific exhibits, of which one 
received a certificate of merit, one an honorable mention, and 
one a certificate of appreciation. 


SECTION ON DERMATOLOGY 


The Section on Dermatology met in Convention Hall, 
Room A, on Wednesday, Thursday, and Friday mornings, 
June 10, 11, and 12. Sixteen papers were presented in addi- 
tion to a panel discussion on corticosteroid therapy in derma- 
tology. 

At the business meeting on Friday, June 12, the follow- 
ing officers were elected: Chairman, Dr. Wiley M. Sams, 
Miami, Fla.; Vice-chairman, Dr. William J. Morginson, Salt 
Lake City, Utah; Secretary, Dr. Edward P. Cawley, Char- 
lottesville, Va.; Asst. Secretary, Dr. Harry L. Arnold, Jr., 
Honolulu, Hawaii; Delegate, Dr. Winfred A. Showman, 
Tulsa, Okla.; Alternate Delegate, Dr. Maurice J. Costello, 
New York; Representative to the Scientific Exhibit, Dr. Stanley 
E. Huff, Evanston, Ill. It was also voted that Dr. Beatrice 
M. Kesten, New York, be designated as a representative of 
the Section on Dermatology to the American Board of Der- 
matology, and Dr. J. Walter Wilson, Los Angeles, the repre- 
sentative of the Section to the International Congress on 
Dermatology which meets in the United States in 1962. 

The Section sponsored 15 exhibits in the Scientific Ex- 
hibit. There were three awards, one a certificate of merit 
and two honorable mentions. In addition, a certificate of 
merit was awarded for medical photography in one of the 
exhibits. 


SECTION ON DISEASES OF THE CHEST 


The Section on Diseases of the Chest met four times, 
three of them in joint session. On Tuesday afternoon, June 9, 
in Borton Hall, Dennis Hotel, a joint session was held with 
the Section of Gastroenterology and Proctology and the Sec- 
tion on Radiology on esophageal hiatal hernia. On Wednes- 
day afternoon, June 10, there was a symposium on pneu- 
moconiosis with the Section on Preventive Medicine. On 
Thursday morning, June 11, the Section participated in the 
symposium on childbirth with six other Sections. The final 
meeting was held in Borton Hall, Dennis Hotel, where nine 
papers and two panel discussions were presented. 

At the business meeting on Friday, June 12, the following 
officers were elected: Chairman, Dr. Seymour M. Farber, 
San Francisco; Vice-chairman, Dr. Herman J. Moersch, 
Rochester, Minn.; Secretary, Dr. Burgess L. Gordon, Albu- 
querque, N. Mex.; Delegate, Dr. J. Winthrop Peabody, Sr., 
Washington, D. C.; Representative to the Scientific Exhibit, 
Dr. Edwin R. Levine, Chicago. 

The Section sponsored seventeen exhibits in the Scientific 
Exhibit, of which one received a certificate of merit and one 
an honorable mention, The Section also sponsored the Spe- 
cial Exhibit on Pulmonary Function. 


SECTION ON EXPERIMENTAL MEDICINE 
AND THERAPEUTICS 


The Section on Experimental Medicine and Therapeutics 
held its first meeting Tuesday afternoon, June 9, in Ritz 
Hall, Ritz Carlton Hotel. In addition to the Chairman’s 
Address and the George Minot Lecture, there was a sym- 
posium on the direct relief of coronary occlusion. On Wednes- 
day morning, June 10, this Section joined with five other 
Sections for the symposium on hepatic diseases. On Thurs- 
day afternoon, June 11, there was a joint meeting with the 
Section on Internal Medicine in the Ballroom, Convention 
Hall, with a symposium on coronary disease. 

The Section observed its centennial at Atlantic City, N. J., 
the guest speaker being Dr. J. N. Morris of London. 

At the business meeting on Tuesday, June 9, the following 
officers were elected: Chairman, Dr. Jack D. Myers, Pitts- 
burgh; Vice-chairman, Dr. Elliot V. Newman, Nashville, 
Tenn.; Secretary, Dr. Samuel P. Martin, Gainesville, Fla.; 
Delegate, Dr. Harry F. Dowling, Chicago; and Representa- 
tive to the Scientific Exhibit, Dr. Joseph F. Ross, Los 
Angeles. 

The Section sponsored 29 exhibits in the Scientific Exhibit. 
There were four awards, the Hektoen Silver Medal, one 
certificate of appreciation, and two honorable mentions. In 
addition, there was an honorable mention for medical pho- 
tography in one of the exhibits. 


SECTION ON GASTROENTEROLOGY 
AND PROCTOLOGY 


The Section on Gastroenterology and Proctology held four 
meetings, three of them jointly with other Sections. On 
Tuesday afternoon, June 9, it joined with the Sections on 
Diseases of the Chest and Radiology for a symposium on 
esophageal hiatal hernia, Borton Hall, Dennis Hotel. On 
Wednesday morning, June 10, there was a symposium on 
gastric cancer with the Sections on Radiology and Pathology 
and Physiology in Trimble Hall, Claridge Hotel. On Wednes- 
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day afternoon the Section joined with five other Sections 
in the symposium on hepatic diseases. The final meeting 
was held on Thursday morning, June 11, in Trimble Hall, 
Claridge Hotel, when four papers were presented and fol- 
lowed by a panel discussion on steatorrhea. 

At the business meeting on Thursday, June 11, the fol- 
lowing officers were elected: Chairman, Dr. Joseph B. 
Kirsner, Chicago; Vice-chairman, Dr. William H. Dearing, 
Rochester, Minn.; Secretary, Dr. Gordon McHardy, New 
Orleans; Delegate, Dr. Stuart T. Ross, Garden City, N. Y.; 
Alternate Delegate, Dr. Neil Swinton, Boston; Representa- 
tives to the Scientific Exhibit, Dr. Thomas E. Machella, 
Philadelphia, and Dr. Willard Bernhoft, Buffalo. 

Sixteen exhibits in the Scientific Exhibit were sponsored 
by the Section. Of four awards presented, one was a certifi- 
cate of merit, one a certificate of appreciation, and two 
honorable mentions. In addition, an honorable mention was 
awarded for medical illustration in one of the exhibits. 


SECTION ON GENERAL PRACTICE 


The Section on General Practice met four times, three 
being joint meetings with other Sections. All meetings were 
held in the Ballroom, Convention Hall. The first meeting 
was Tuesday afterrioon, June 9, when eleven papers were 
presented, five of which composed a symposium on viruses. 
On Wednesday afternoon, June 10, the Section joined with 
five other Sections in the symposium on hepatic diseases, 
and on Thursday morning, June 11, it participated in the 
symposium on childbirth with six other Sections. On Friday 
morning, June 12, a symposium on athletic injuries was 
held with the Sections on Orthopedic Surgery and Physical 
Medicine. 

At the business meeting on Tuesday, June 9, the following 
officers were elected: Chairman, Dr. Robert L. Crawford, 
Lancaster, S$. C.; Vice-chairman, Dr. Charles Alvey, Muncie, 
Ind.; Secretary, Dr. E. I. Baumgartner, Oakland, Md.; Rep- 
resentative to the Scientific Exhibit, Dr. I. Phillips Frohman, 
Washington, D. C.; Delegate, Dr. Lester D. Bibler, Indi- 
anapolis; Alternate Delegate, Dr. Milton Casebolt, Kansas 
City, Mo. Dr. Charles McArthur was reappointed as Chair- 
man of the committee in charge of physical examinations for 
physicians. 

The Section sponsored 24 exhibits in the Scientific Ex- 
hibit. There were three awards, consisting of the Billings 
Bronze Medal, a certificate of merit, and an honorable 
mention. The Section also sponsored “A P. E. For Every 
M.D.” promoting annual physical examinations for physi- 
cians. In Atlantic City 1,037 electrocardiograms were made 
of which approximately 23% were abnormal or borderline 
cases. This was considerably higher than in previous years 
when the figure was about 18%. Of 802 chest x-rays made, 
about 18% showed abnormality. There were 60 tuberculosis 
suspects, 28 cardiovascular abnormalities, and 43 other 
chest conditions. 


SECTION ON INTERNAL MEDICINE 


The Section on Internal Medicine met four times, twice 
in joint meetings with other Sections. At the first meeting on 
Wednesday morning, June 10, in the Ballroom, Convention 
Hall, four papers were presented, including the Billings 
Lecture, followed by a panel discussion on intractable 
angina pectoris, On Wednesday afternoon, the Section 
joined five other Sections in the symposium on hepatic dis- 
eases. On Thursday morning, June 11, the Section met in 
Ritz Hall, Ritz Carlton Hotel, where four papers were pre- 
sented, together with a panel discussion on the etiology of 
infections. The final meeting in the Ballroom, Convention 
Hall, on Thursday afternoon, June 11, was a symposium on 
coronary disease with the Section on Experimental Medicine 
and Therapeutics. The Chairman devoted his address to 
“The Endeavor of Internal Medicine, 1859-1959,” since 
this was the centennial meeting of the Section. 
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At the business meeting on Thursday, June 11, the fol- 
g officers were elected: Chairman, Dr. R.,H. Kamp- 
meier, Nashville, Tenn.; Vice-chairman, Dr. George T. 
Harrell Jr., Gainesville, Fla.; Secretary, Dr. Wright R. Adams, 
Chicago; Delegate, Dr. Charles T. Stone Sr., Galveston, 
Texas; Alternate Delegate, Dr. Carter Smith, Atlanta, Ga.; 
and Representative to the Scientific Exhibit, Dr. Henry T. 
Ricketts, Chicago. 
The Section sponsored 22 exhibits in the Scientific Ex- 
hibit, of which one received a certificate of merit and two 
honorable mentions. 


SECTION ON LARYNGOLOGY, OTOLOGY, 
AND RHINOLOGY 


The Section on Laryngology, Otology, and Rhinology met 
three times in the St. Dennis Room, Dennis Hotel, on Tues- 
day, Wednesday, and Thursday afternoons, June 9, 10, and 
11. Twenty papers were read, including that of the guest of 
honor, Dr. George M. Coates, Philadelphia. 

At the business meeting on Tuesday, June 9, reports were 
heard from the Section Delegate and the Section Repre- 
sentative to the Board of Governors of the American College 
of Surgeons. A resolution was passed, urging that audiograms 
be included in the physical examinations of physicians at 
the annual meeting. 

The following officers were elected: Chairman, Dr. Paul 
H. Holinger, Chicago; Vice-chairman, Dr. Lawrence R. 
Boies, Minneapolis; Secretary, Dr. Walter E. Heck, San 
Francisco; Delegate, Dr. Gordon F. Harkness, Davenport, 
Iowa; Alternate Delegate, Dr. Dean Lierle, Iowa City, Iowa; 
Representative to the Scientific Exhibit, Dr. Walter H. 
Maloney, Cleveland. 

In the Scientific Exhibit, the Section sponsored nine ex- 
hibits, of which one was awarded the Billings Gold Medal, 
one a certificate of merit, and one an honorable mention. 


SECTION ON MILITARY MEDICINE 


The Section on Military Medicine met three times on 
Tuesday, Wednesday, and Thursday afternoons, June 9, 10, 
and 11 in Room A, Convention Hall. Ten papers were 
presented in addition to three panel discussions and a 
symposium, A new feature of the program was initiated at 
this meeting, consisting of audio-visual presentations in 
conjunction with the papers. 

At the business meeting on Tuesday, June 9, the following 
officers were elected: Chairman, Dr. George H. Houck, 
Palo Alto, Calif.; Vice-chairman, Dr. James H. Kidder, 
Washington, D. C.; Secretary, Dr. James T. McGibony, 
Washington, D. C.; Delegate, Dr. Alphonse McMahon, St. 
Louis, Mo.; Alternate Delegate, Dr. Charles L. Leedham, 
Cleveland; Representative to the Scientific Exhibit, Dr. 
Frank M. Townsend, Washington, D. C. 

The Section sponsored 16 exhibits in the Scientific Ex- 
hibit. There were two awards, one certificate of merit and 
one honorable mention. 

Point credit was given to active and reserve officers of the 
Air Force, Army, and Navy for attendance at the meeting. 


SECTION ON NERVOUS AND MENTAL DISEASES 


The Section on Nervous and Mental Diseases met five 
times, two of them jointly with other Sections. On Tuesday 
afternoon, Wednesday morning, and Wednesday afternoon, 
June 9 and 10, the Section met in Room D, Convention 
Hall, papers being devoted to the three branches of the 
Section—neurology, psychiatry, and neurosurgery. On Thurs- 
day morning, June 11, the Section participated with six 
other Sections in the symposium on childbirth, and on 
Thursday afternoon with the Section on Anesthesiology ir. 
a symposium on hypnosis. In addition to joint meetings, 
18 papers were presented 

At the business meeting on Wednesday morning, June 10, 
the following officers were elected: Chairman, Dr. E. S. 
Gurdjian, Detroit; Vice-chairman, Dr. William T. Lhamon, 
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Houston, Texas; Secretary, Dr. Howard P. Rome, Rochester, 
Minn.; Delegate, Dr. Francis M. Forster, Madison, Wis.; 
Alternate Delegate, Dr. Karl O. Von Hagen, Los Angeles; 
Representative to the Scientific Exhibit, Dr. Benjamin 
Boshes, Chicago. Dr. Alexander Ross, Indianapolis, and Dr. 
Jacques Gottlieb, Detroit, were nominated for Director of 
the American Board of Psychiatry and Neurology. 

The Section sponsored 13 exhibits in the Scientific Ex- 
hibit, one of which was awarded the Billings Silver Medal 
and one a certificate of merit. 

The 1959 meeting was the centennial of the Section. It 
was observed by a centennial address of the Chairman on 
psychotherapy and a special exhibit showing the progress of 
the Section during the last 100 years. 


SECTION ON OBSTETRICS AND GYNECOLOGY 


The Section on Obstetrics and Gynecology met three 
times, once alone and twice jointly with other Sections. At 
the first meeting on Wednesday morning, June 10, held in 
Ritz Hall, Ritz Carlton Hotel, three papers and a_ panel 
discussion on pelvic exenteration were presented. The Sec- 
tion joined with six other Sections on Thursday morning, 
June 11, for the symposium on childbirth, and on Friday 
morning with the Section on Pathology and Physiology for 
panel discussions on erythroblastosis fetalis or hemolytic 
disease of the newborn and on ovarian tumors. 

The centennial of the Section was observed by a com- 
memorative luncheon on Wednesday, June 10, with Professor 
Andrew Claye, Leeds, England, President of the Royal 
College of Obstetricians and Gynecologists, as the guest 
speaker. 

At the business meeting, on June 10, the following off- 
cers were elected: Chairman, Dr. Curtis Lund, Rochester, 
N. Y.; Vice-chairman, Dr. H. Close Hesseltine, Chicago; 
Secretary, Dr. Keith P. Russell, Los Angeles; Delegate, Dr. 
Ralph E. Campbell, Madison, Wis.; Alternate Delegate, Dr. 
Roy J. Hefferman, Brookline, Mass.; and Representative to 
the Scientific Exhibit, Dr. Frederick H. Falls, Oak Park, Ill. 
The Section Delegate gave a report followed by a discus- 
sion of the Section’s relationship and participation in the 
functions of the Joint Commission on Accreditation of 
Hospitals and in the proposed General Practice Training 
Program under consideration by the House of Delegates. 

The Section sponsored 23 exhibits in the Scientific Ex- 
hibit, one of which received a certificate of merit and one 
an honorable mention. 


SECTION ON OPHTHALMOLOGY 


The Section on Ophthalmology met in the Renaissance 
Room of the Ambassador Hotel on Wednesday, Thursday, 
and Friday mornings, June 10, 11, and 12. Twenty-three 
papers were presented, including the address of the invited 
foreign guest, Dr. S$. P. Meadows, London. The Association 
for Research in Ophthalmology met under the auspices of 
the Section on Ophthalmology on Tuesday, Wednesday, and 
Thursday afternoons, June 9, 10, and 11, when 24 papers 
were presented. 

At the business meeting on Thursday, June 11, the fol- 
lowing resolution was passed: 

Wuenreas, Glaucoma is a leading cause of irreversible 
blindness in adults in the United States; and 
Wuereas, The National Medical Foundation for Eye 
Care has introduced a Glaucoma Identification Card 
which will identify glaucoma patients to all attending 
physicians in any circumstance, especially in emergency, 
and thus facilitate the continuity of medical care which 
is essential in the management of the disease and the pre- 
vention of blindness from this cause; therefore be it 
Resolved, That the attention of the members of the 
medical profession be directed to the Glaucoma Identifi- 
cation Card which will make immediately available to all 
attending physicians information concerning the patient’s 
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use of and requirement for miotics and other medications. 

Reports of the following representatives from the Section 
were accepted and submitted to the Board of Trustees for 
approval: 

American Committee on Optics and Visual Physiology 

American Board of Ophthalmology 

National Registry of Ophthalmic Pathology 

Scientific Exhibit 

National Conference on Medical Nomenclature 

College of Surgeons, Board of Governors 

American Orthoptic Council 

Lucian Howe Fund 

Research in Ophthalmology and Blindness 

Delegate to House of Delegates 

Program Committee 

The Executive Committee recommended that the Com- 
mittee on Museum of Ophthalmic History be continued for 
one more year. 

The following appointments, recommended by the Execu- 
tive Committee, were approved by the Section: 

Dr. Arthur Linksz reappointed to the American Commit- 
tee on Optics and Visual Physiology; Dr. A. Edward Mau- 
menee appointed to the American Board of Ophthalmology; 
Dr. A. B. Reese reappointed to the National Registry of 
Ophthalmic Pathology; Dr. Derrick Vail reappointed dele- 
gate and Dr. W. Guernsey Frey, alternate delegate, to the 
International Federation of Ophthalmic Societies; Dr. Robert 
Laughlin reappointed to the American Orthoptic Council; 
Drs. A. D. Ruedemann and Michael J. Hogan reappointed 
to the National Committee for Research in Ophthalmology 
and Blindness; Dr. James H. Allen reappointed delegate to 
the Pan American Congress of Ophthalmology; Drs. Burton 
Chance, Hans Barkan and Frederick C. Cordes reappointed 
as representatives to the Museum of Ophthalmic History; 
Dr. Conrad Berens reappointed as representative to the 
National Conference on Medical Nomenclature; Drs. Ramon 
Castraviego and Phinizy Calhoun reappointed to the Com- 
mittee on Eye Banks, and Drs. Harold F. Falls, William F. 
Hughes Jr., Albert N. Lemoine Jr., Kenneth C. Swan, Mi- 
chael J. Hogan, and Bernard Becker reappointed and Drs. 
Edward W. D. Norton and DuPont Guerry III appointed to 
the Program Committee. 

The Section nominated three members, Drs. $. Rodman 
Irvine, Ralph W. Danielson, and Ralph O. Rychener for 
selection of one to serve on the Board of Governors of the 
American College of Surgeons for the term 1960 to 1963. 

The Section submitted the names of Drs, Arthur Gerard 
DeVoe, Angus MacLean, and Ralph O. Rychener as nom- 
inees from the Section for selection of one to serve on the 
Advisory Council of the American College of Surgeons. 

The $250 prize for the best exhibit was awarded to Drs. 
Gilbert Baum and Ivan Greenwood for their exhibit “Appli- 
cation of Ultrasonic Locating Techniques to Ophthalmology.” 

The $250 prize for the best paper was awarded to Drs. 
Thomas P. Kearns, Robert M. Salassa, Collin S$. MacCarth, 
and James W. Kernohan for their paper “Ocular Manifesta- 
tions of Pituitary Tumor in Cushing’s Syndrome,” judged 
on the basis of presentation and originality. 

The Prize Medal in Ophthalmology was awarded to Dr. 
Francis Heed Adler for his many contributions to the spe- 
cialty. 

At the business meeting, the following Section officers 
were elected: Chairman, Dr. Harold G. Scheie, Philadelphia; 
Vice-chairman, Dr. Paul A. Chandler, Boston; Secretary, Dr. 
Henry F. Allen, Boston; and Representative to the Scientific 
Exhibit, Dr. Frank W. Newell, Chicago; Committee on the 
Award of the Knapp Medal: Drs. Arthur Bedell, Chairman; 
A. D. Ruedemann and James H. Allen. 

The Section sponsored 14 exhibits in the Scientific Ex- 
hibit, to which several awards were given. In addition to 
one certificate of merit and two honorable mentions, the 
Section award of $250 was made to Drs. Gilbert Baum and 
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Ivan Greenwood as noted above. A certificate of merit was 
given to a medical illustrator for the outstanding illustration 
in one of the scientific exhibits in this Section. 


SECTION ON ORTHOPEDIC SURGERY 


The Section on Orthopedic Surgery held three meetings, 
one being a joint session. At the meeting on Wednesday 
morning, June 10, in Kerry Hall, Shelburne Hotel, seven 
papers were presented, and on Thursday morning, June 11, 
six papers were presented. On Friday morning, June 12, in 
the Ballroom of Convention Hall, a symposium on athletic 
injuries was presented jointly with the Sections on General 
Practice and Physical Medicine. 

At the business meeting on Wednesday, June 10, the re- 
port of the Section Delegate, Dr. H. Relton McCarroll, was 
received. On Thursday, June 11, the following officers were 
elected: Chairman, Dr. H. Herman Young, Rochester, Minn.; 
Vice-chairman, Dr. James Vernon Luck, Los Angeles; Secre- 
tary, Dr. Robert J. Joplin, Brookline, Mass.; Asst. Secretary, 
Dr. John C. Wilson Jr., Los Angeles; Delegate, Dr. Edward 
L. Compere, Chicago; Alternate Delegate, Dr. Harry R. 
Walker, Oakland, Calif.; Representative to the Scientific 
Exhibit, Dr. James I. Kendrick, Cleveland; and Assistant 
Representative to the Scientific Exhibit, Dr. Ernest Burke 
Evans, Galveston, Texas; Representatives to the American 
Board of Orthopedic Surgery, Dr. David S. Grice, Philadel- 
phia, and Dr. Edwin R. Schottstaedt, San Francisco. The 
Section did not name any alternates for the two representa- 
tives to the American Board of Orthopedic Surgery. 

The Section sponsored 22 exhibits in the Scientific Exhibit, 
of which one received a certificate of merit and one an 
honorable mention. 


SECTION ON PATHOLOGY AND PHYSIOLOGY 


The Section on Pathology and Physiology held four meet- 
ings, including three joint sessions. On Wednesday morning, 
June 10, there was a joint session with the Section on Radi- 
ology in Trimble Hall, Claridge Hotel, with a symposium 
and panel discussion on gastric cancer. On Wednesday after- 
noon, the Section participated with five other Sections in the 
symposium and panel discussion on hepatic diseases. On 
Thursday morning, June 11, the Section met in the Ballroom, 
Shelburne Hotel, where seven papers were presented. The 
final meeting on Friday, June 12, was held with the Section 
on Obstetrics and Gynecology, and presented panel discus- 
sions on erythroblastosis fetalis and on ovarian tumors. 

The Section celebrated 100 years of physiology, the guest 
speaker being Dr. R. R. A. Coombs, Cambridge, England. 

At the business meeting on Thursday, June 11, the Sec- 
tion passed a resolution urging the Council on Scientific 
Assembly to continue exploration of the possible establish- 
ment of an exhibit in clinical pathology of practical scope. 
A report from the Section Delegate was received. 

The following officers were elected: Chairman, Dr. Rus- 
sell L. Holman, New Orleans; Vice-chairman, Dr. Lester R. 
Dragstedt, Chicago; Secretary, Dr. Hugh E. Edmondson, 
Los Angeles; Delegate, Dr. Lall G. Montgomery, Muncie, 
Indiana; and Representative to the Scientific Exhibit, Dr. 
Edwin R. Levinson, Chicago. 

The Section sponsored 13 exhibits in the Scientific Exhibit. 
There were two awards, one certificate of merit and one 
honorable mention. In addition, the Section sponsored the 
special exhibit on fresh tissue pathology. 


SECTION ON PEDIATRICS 


The Section on Pediatrics held three meetings, two of 
which were joint sessions with other Sections. At the first 
meeting on Tuesday afternoon in the Ballroom, Shelburne 
Hotel, eight papers were presented. On Wednesday after- 
noon, June 10, a joint session was held with the Section on 
Urology in Ritz Hall, Ritz Carlton Hotel, when six papers 
were read. The Section joined with six other Sections on 
Thursday morning, June 11, for the symposium on child- 

irth. 
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At the business meeting on Tuesday, June 9, it was voted 
to approve the brochure “Care of Children in Hospitals,” 
prepared by the American Academy of Pediatrics, The Sec- 
tion endorsed the First International Conference on Mental 
Retardation to be held in Portland, Maine, on July 27-31, 
1959. The report of the Custodian of the Jacobi Fund was 
approved. 

The following officers were elected: Chairman, Dr. Clem- 
ent A. Smith, Boston; Vice-chairman, Dr. Robert Grayson, 
Miami Beach, Fla.; Secretary, Dr. Arild E. Hansen, Galves- 
ton, Texas; Delegate, Dr. Walter B. Stewart, Atlantic City, 
N. J.; and Representative to the Scientific Exhibit, Dr. F. 
Thomas Mitchell, Memphis, Tenn. 

The Section sponsored 20 exhibits in the Scientific Ex- 
hibit. Three exhibits received awards, consisting of the 
Hektoen Bronze Medal, a certificate of merit, and an honor- 
able mention. 


SECTION ON PHYSICAL MEDICINE 


The Section on Physical Medicine met four times, once 
jointly with another Section. At the first three meetings in 
Kerry Hall, Shelburne Hotel, on Tuesday, Wednesday, and 
Thursday afternoons, June 9, 10, and 11, fourteen papers 
were presented in addition to a panel discussion on overwork 
of the neuromuscular mechanism by therapeutic and/or 
other exercise. The last meeting on Friday morning, June 
12, in the Ballroom, Convention Hall, was a symposium on 
athletic injuries with the Sections on General Practice and 
Orthopedic Surgery. 

At the business meeting on Wednesday, June 10, the fol- 
lowing officers were elected: Chairman, Dr. Lewis A. Leav- 
itt, Houston, Texas; Vice-chairman, Dr. James W. Rae, Ann 
Arbor, Mich.; Secretary, Dr. Earl C. Elkins, Rochester, 
Minn.; Delegate, Dr. Walter J. Zeiter, Cleveland; Alternate 
Delegate, Dr. A. B. C. Knudson, Washington, D. C.; Repre- 
sentative to the Scientific Exhibit, Dr. Ralph Worden, Los 
Angeles. 

The Section sponsored nine exhibits in the Scientific Ex- 
hibit. There were two awards, consisting of a certificate of 
merit and an honorable mention. 


SECTION ON PREVENTIVE MEDICINE 


The Section on Preventive Medicine held three meetings, 
two of them joint meetings with other Sections. At the first 
meeting in the St. Dennis Room, Dennis Hotel, on Wednes- 
day morning, June 10, five papers were presented. On 
Wednesday afternoon, the Section joined with the Section on 
Diseases of the Chest for two symposiums, one on pneu- 
moconiosis and the other on heart disease and employment. 
On Thursday morning, June 11, the Section participated in 
the symposium on childbirth with six other Sections. 

This was the centennial year of the Section, which was 
observed by an address by Dr. Walter L. Bierring, Des 
Moines, Iowa, on “The Changing Aspects of Preventive 
Medicine Over 100 Years.” 

At the business meeting on Wednesday, June 10, the fol- 
lowing officers were elected: Chairman, Dr. Wilford T. Hall, 
Dayton, Ohio; Vice-chairman, Dr. Wilson T. Sowder, Jack- 
sonville, Fla.; Secretary, Dr. Lemuel C. McGee, Wilmington, 
Del.; Delegate, Dr. Rutherford T. Johnstone, Los Angeles; 
Alternate Delegate, Dr. O. A. Sander, Milwaukee; Repre- 
—— to the Scientific Exhibit, Dr. Paul A. Davis, Akron, 
Ohio. 

The Section sponsored 15 exhibits in the Scientific Ex- 
hibit. Three exhibits received awards, one a certificate of 
merit and two an henorable mention. 


SECTION ON RADIOLOGY 


The Section on Radiology held four meetings, three of 
which were joint sessions with other Sections. On Tuesday 
afternoon, June 9, the Section met in Borton Hall, Dennis 
Hotel, for a symposium on esophageal hiatal hernia with the 
Sections on Diseases of the Chest and on Gastroenterology 
and Proctology. On Wednesday morning, June 10, there was 
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a joint session on gastric ulcer in Trimble Hall, Claridge 
Hotel, with the Sections on Gastroenterology and Proctolo- 
gy, and on Pathology and Physiology. On Wednesday 
afternoon the Section met with five other Sections for the 
symposium and panel discussion on hepatic diseases. At the 
final meeting on Thursday afternoon, June 11, in the Ball- 
room, Shelburne Hotel, eight papers were read. 

At the business meeting on Thursday, the following offi- 
cers were elected: Chairman, Dr. Sydney F. Thomas, Palo 
Alto, Calif.; Vice-chairman, Dr. J. Paul Medelman, St. Paul, 
Minn.; Secretary, Dr. Traian Leucutia, Detroit; Delegate, 
Dr. Eugene P. Pendergrass, Philadelphia; Alternate Dele- 
gate, Dr. Wendell G. Scott, St. Louis; and Representative to 
the Scientific Exhibit, Dr. Richard H. Chamberlain, Phila- 
delphia. 

The Section sponsored 14 exhibits in the Scientific Ex- 
hibit. Two received awards, one a certificate of merit and 
one an honorable mention. 


SECTION ON SURGERY, GENERAL 
AND ABDOMINAL 


The Section on Surgery, General and Abdominal, met in 
Trimble Hall, Claridge Hotel, on Tuesday, Wednesday, and 
Thursday afternoons, June 9, 10, and 11. Fifteen papers 
were presented. The Section celebrated its one hundredth 
anniversary on Wednesday with a program devoted to the 
development of surgery in the United States. 

At the business meeting, on Thursday, reports were heard 
from the Section Secretary and Delegate. A report of the 
representative to the American Board of Surgery was pre- 
sented by the Section Secretary. A resolution was passed, 
asking that the name of the Section on Surgery, General 
and Abdominal, be changed to the Section on Surgery. 

The following officers were elected: Chairman, Dr. Champ 
Lyons, Birmingham, Ala.; Vice-chairman, Dr. Gustaf E. 
Lindskog, New Haven, Conn.; Secretary, Dr. Edwin H. 
Ellison, Milwaukee; Delegate, Dr. Grover C. Penberthy, 
Detroit; Alternate Delegate, Dr. R. Russell Best, Omaha; 
and Representative to the Scientific Exhibit, Dr. Julian 
Johnson, Philadelphia. 

The Section sponsored 27 exhibits in the Scientific Ex- 
hibit. Four exhibits received awards, consisting of the Hek- 
toen Gold Medal, one certificate of merit, and two honorable 
mentions. 

SECTION ON UROLOGY 


The Section on Urology met on Wednesday, Thursday, 
and Friday mornings, June 10, 11, and 12 in Borton Hall, 
Dennis Hotel, when 17 papers were presented. In addition, 
there was a joint session on Wednesday afternoon with the 
Section on Pediatrics, at which six papers were read. 

At the business meeting, on Thursday, reports were heard 
from the Section Secretary, Delegate, and Assistant Repre- 
sentative to the Scientific Exhibit. The Section deplored 
the fact that space for section exhibits had been curtailed 
and urged that the situation be corrected another year, It 
was voted to replenish the fund in support of the John H. 
Morrissey Award, and donations were received for this pur- 
pose. A motion was passed to present a certificate to each 
retiring chairman, the cost to come from the John H. Mor- 
rissey Fund. It was also voted to send a newsletter to mem- 
bers of the Section, and the Secretary was directed to 
investigate possibilities for this arrangement. 

The following officers were elected: Chairman, Dr. 
Thomas A. Morrissey, New York; Vice-chairman, Dr. Harry 
Spence, Dallas, Texas; Secretary, Dr. Edward H. Ray, Lex- 
ington, Ky.; Asst. Secretary, Dr. Myron H. Nourse, Indian- 
apolis; Delegate, Dr. Jay J. Crane, Los Angeles; Alternate 
Delegate, Dr. Earl Ewert, Boston; and Representative to the 
Scientific Exhibit, Dr. E. F. Poutasse, Cleveland; Assistant 
Representative to the Scientific Exhibit, Dr. Dean Parker, 
Seattle. 

The Scientific Exhibit contained 13 exhibits sponsored by 
the Section; two exhibits received awards, one a certificate 
of merit and one an honorable mention. In addition, the 
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Section presented the John H. Morrissey Award to Dr. Guy 
W. Leadbetter, Jr., Massachusetts General Hospital, Boston, 
for his exhibit on Renal Artery Replacement. 


SECTION ON MISCELLANEOUS TOPICS 


- Three groups presented programs in the Section on 
Miscellaneous Topics. On Tuesday afternoon, June 9, a ses- 
sion on cutaneous facial disfigurements was presented under 
the auspices of the Committee on Cosmetics of the American 
Medical Association. Six papers were presented. 

On Wednesday morning and afternoon, June 10, four 
panel discussions and one paper on the new concepts in 
aging were presented under the auspices of the Committee 
on Aging, Council on Medical Service of the American 
Medical Association. 

On Thursday afternoon, June 11, a session on allergy was 
presented under the auspices of the American College of 
Allergists and the American Academy of Allergy. 

There were 14 exhibits in the Scientific Exhibit of the 
Section on Miscellaneous Topics, but they were not cor- 
related with the papers read in this Section, except in one 
instance. One certificate of merit was awarded. 


REPORT OF THE COMMITTEE ON AWARDS 
FOR THE SCIENTIFIC EXHIBIT, 
ATLANTIC CITY, 1959 


The Committee on Awards has made the following report 
of the awards given in the Scientific Exhibit at the 1959 
Annual Meeting of the American Medical Association. 


Hektoen Medal 


Hektoen medals, presented to exhibits of original investi- 
gation judged on the basis of originality and excellence of 
presentation, were awarded as follows: 

Gold Medal.—Oscar Creech, Jr., E. T. Krementz, R. F. 
Ryan, Keith Reemtsma, J. N. Winblad, and James L. Elliott, 
Tulane University School of Medicine, Charity Hospital, 
Touro Infirmary, and U. S. Public Health Hospital, New 
Orleans, for the exhibit on Treatment of Cancer by Per- 
fusion. 

Silver Medal.—James L. Tullis, L. L. Haynes, Hugh Pyle, 
Stanley Wallach, Robert Pennell, Mary T. Sproul, and A. 
Kroubesserian, Protein Foundation and U. S. Naval Hospital, 
Boston, for the exhibit on Clinical Use of Frozen Red Cells. 

Bronze Medal.—Arild E. Hansen, Hilda F. Wiese, Arr 
Nell Boelsche, Mary Ellen Haggard, Doris J. D. Adam and 
Helen Davis, University of Texas School of Medicine, Gal- 
veston, Texas, for the exhibit on Linoleic Acid in Infant 
Feeding: Significance of Linoleic Acid in the Diet of Infants. 

Billings Medal 

Billings medals, presented to exhibits judged on the basis 
of excellence of correlation of facts and presentation rather 
than upon experimental studies, were awarded as follows: 

Gold Medal.—J. Brown Farrior and Robert L. Levine, 
Tampa, Fla., for the exhibit on Ear Surgery in 3-D; Tym- 
panoplasty, Stapes and Fenestration. 

Silver Medal.—Arnold P. Friedman, Charles A. Carton, 
and Asao Hirano, Montefiore Hospital, Bronx, N. Y., for the 
exhibit on Facial Pain. 

Bronze Medal.—Philip Schwartz, Warren State Hospital, 
Warren, Pa., for the exhibit on Cerebral Apoplexy: Types, 
Causes and Pathogenesis. 


Section Awards 
Certificates of Merit and Honorable Mention were 
awarded to the following exhibits in each section. 
Section on Anesthesiology 


Certificate of Merit to John Adriani and Otha Horace 
Yarberry, Charity Hospital and Louisiana State University 
School of Medicine, New Orleans, for the exhibit on Pre- 
anesthetic Medication: Old and New Concepts. 
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Honorable Mention to Barnett A. Greene, Samuel Ber- 
kowitz, Bernard S. Goffen, Bryce C. Anthony, Joseph R. 
Stein, and Joseph Katz, Adelphi Unit, Brooklyn Women’s 
and Cumberland Hospitals, Brooklyn, N. Y., for the exhibit 
on Emetogenic and Antiemetic Factors and Drugs in Anes- 
thesiology: A Simple Test Method for the Study in Man. 


Section on Dermatology 


Certificate of Merit to Harvey Blank, Frank J. Roth Jr., 
and J. Graham Smith Jr., University of Miami School of 
Medicine, Miami, Fla., for the exhibit on Systemic Treat- 
ment of Dermatomycoses with Griseofulvin. 

Honorable Mention to Francis H. McMullan, Medical 
College of Virginia, Richmond, Va., for the exhibit on Basal 
Cell Tumors: A Classification Based on Histiogenesis. 

Honorable Mention to William J. Brown, Ad Harris, 
W. E. Deacon, and V. H. Falcone, Communicable Disease 
Center, Public Health Service, Atlanta, Ga., for the exhibit 
on Fluorescent Treponemal Antibody Test for Syphilis. 


Section on Diseases of the Chest 


Certificate of Merit to Samuel H. Rosen, Armed Forces 
Institute of Pathology, Washington, D. C., Benjamin Castle- 
man, Massachusetts General Hospital, Boston, and Averill 
A. Liebow, Yale University School of Medicine, New Haven, 
Conn., for the exhibit on Pulmonary Alveolar Proteinosis— 
A New Entity. 

Honorable Mention to Richard T. Cathcart, William 
Fraimow, and Peter A. Theodos, Jefferson Medical College 
Hospital, Philadelphia, for the exhibit on Anthracosilicosis: 
Selected Aspects Related to the Evaluation of Disability, 
Cavitation, and the Unusual X-ray. 


Section on Experimental Medicine and Therapeutics 


Certificate of Merit to Marvin J. Seven and L. Audrey 
Johnson, Hahnemann Medical College, Philadelphia, for the 
exhibit on Metal-Binding in Medicine. 

Honorable Mention to S. William Simon, Veterans Ad- 
ministration Center, Dayton, Ohio, for the exhibit on Tests 
for Oral Drug Utilization. 

Honorable Mention to Edwin A. Mirand, D. T. Mount, 
G. E. Moore, J. T. Grace, and J. E. Sokal, Roswell Park 
Memorial Institute, Buffalo, for the exhibit on The Study 
of Viruses in Cancer. 


Section on Gastroenterology and Proctology 


Certificate of Merit to James L. A. Roth, A. Valdes- 
Dapena, George N. Stein, and H. L. Bockus, Graduate 
Hospital and Graduate School of Medicine of the University 
of Pennsylvania, Philadelphia, for the exhibit on Life History 
of Nonspecific Ulcerative Colitis: Relation of Anatomical 
Types and Clinical Course in Prognosis. 

Honorable Mention to H. Mark Young, The Young Foun- 
dation for Medical Research, Los Angeles, for the exhibit 
on The Glomus Story. 

Honorable Mention to J. Alfred Rider and Hugo C. 
Moeller, John O. Gibbs, Lourdes Accaoli, Jennie Lee, 
Beatrice Berteau, and Joyce Swader, University of Cali- 
fornia Medical Center, San Francisco, for the exhibit on 
Pathophysiology, Diagnosis and Treatment of Esophageal 
Diseases. 

Section on General Practice 


Certificate of Merit to Robert B. Greenblatt and Kenneth 
R. Baldwin, Medical College of Georgia, Augusta, Ga., for 
the exhibit on The Poiycystic Ovary Syndrome. 

Honorable Mention to J. Scott Butterworth and Edmund 
H. Reppert, New York University Postgraduate Medical 
School, New York, for the exhibit on Is Cardiac Auscultation 
a Lost Art? 
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Section on Internal Medicine 


Certificate of Merit to L. G. Bartholomew, J. C. Cain, 
G. D. Davis, and A. H. Bulbulian, Mayo Clinic and Mayo 
Foundation, Rochester, Minn., for the exhibit on Misleading 
Calcific Shadows in the Abdomen. 

Honorable Mention to Richard E. Peterson, Richard L. 
Lawton, and Donald V. Walz, Veterans Administration 
Hospital, Iowa City, for the exhibit on Uses and Abuses of 
Blood Transfusions. 

Honorable Mention to Jan Nyboer and Alan Baker, Harper 
Hospital, Detroit, for the exhibit on Pulse Volume and 
Blood Volume Flow from Electrical Conductances: Radio— 
Frequency Impedance Plethysmography. 


Section on Laryngology, Otology, and Rhinology 


Certificate of Merit to Joel J. Pressman, Mildred B. Simon, 
and Walter Berman, City of Hope National Medical Center, 
Duarte, and University of California at Los Angeles School 
of Medicine, Los Angeles, for the exhibit on Primary Repair 
of Defects Following Removal of Tumors of the Face. 

Honorable Mention to Chevalier L. Jackson, John V. 
Blady, Charles M. Norris, Robert Robbins, and Ernest L. 
McKenna, Temple University Medical Center, Philadelphia, 
for the exhibit on Cancer of the Larynx and Hypopharynx: 
A Study of the Application of Classification and Staging. 


Section on Military Medicine 


Certificate of Merit to Otis O. Benson, Paul Campbell, = 
Irving B. Davis, School of Aviation Medicine, U. S, 
Force, Randolph Air Force Base, Texas, for the 
Space Medicine Research. 

Honorable Mention to Richard L. Bernstine and James H. 
Nelson Jr., U. S. Naval Hospital, St. Albans, N. Y., for the 
exhibit on Retrograde Femoral Arteriography in Obstetrics 
and Gynecology. 


Section on Nervous and Mental Diseases 


Certificate of Merit to Paul M. Ellwood Jr., Elizabeth 
Kenny Institute and University of Minnesota Medical School, 
Minneapolis, for the exhibit on Neurological Examination 
of Infants. 


Section on Obstetrics and Gynecology 


Certificate of Merit to Harold A. Kaminetzky, E. McGrew, 
R. Phillips, O. Saphir, M. Leventhal, and T. Kline, Uni- 
versity of illinois College of Medicine and Michael Reese 
Hospital, Chicago, for the exhibit on Cervical Epithelial 
Dysplasia Produced. 

Honorable Mention to Michael J. Jordan, Genevieve M. 
Bader, and Emerson Day, Memorial Center for Cancer and 
Allied Diseases, New York, for the exhibit on Management 
of Atypical Lesions of the Cervix. 


Section on Ophthalmology 


Certificate of Merit to Gilbert Baum and Ivan Greenwood, 
Veterans Administration Hospital, Bronx, N. Y., and National 
Institutes of Health, Washington, D. C., for the exhibit on 
Application of Ultrasonic Locating Techniques to Ophthal- 
mology. 

Honorable Mention to Theodor Wanko, National Insti- 
tutes of Health, Bethesda, Md., for the exhibit on The 
Crystalline Lens. 

Honorable Mention to Mansour F. Armaly, State Uni- 
versity of Iowa College of Medicine, Iowa City, for the 
exhibit on Intraocular Effects of the Parasympathetics in the 
Cat: Morphology and Fluid Dynamics. 


Section on Orthopedic Surgery 


Certificate of Merit to James A. Nicholas, Philip D. Wil- 
son, and Robert H. Freiberger, Hospital for Special Surgery, 
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The New York Hospital—Cornell Medical Center, New York, 
for the exhibit on A Clinical Study of Demineralizing Bone 
Disease. 

Honorable Mention to J. I. Kendrick, George S. Phalen, 
and L. J. McCormack, Cleveland Clinic, Cleveland, for the 
exhibit on Benign Soft Tissue Tumors of the Hand. 


Section on Pathology and Physiology 


Certificate of Merit to Hans Elias and John E. Pauly, 
Chicago Medical School, Chicago, for the exhibit on The 
Adrenal Cortex in Health and Disease. 

Honorable Mention to Erving F. Geever, Harold L. 
Upjohn, and Stanley M. Levenson, Walter Reed Army 
Institute of Research, Washington, D. C., for the exhibit on 
The Microscopic Pathology of Collagen Inhibition in Experi- 
mental Scurvy. 

Section on Pediatrics 

Certificate of Merit to Theodore H. Ingalls and Francis 
J. Curley, University of Pennsylvania School of Medicine, 
Philadelphia, for the exhibit on Congenital Anomalies: Ex- 
perimental Production of Cranioschisis. 

Honorable Mention to Anthony A. Albanese, Reginald A. 
Higgons, and Louise A. Orto, St. Luke’s Hospital, New York, 
and St. Luke’s Convalescent Hospital, Greenwjch, Conn., 
for the exhibit on Amino Proteins and Their Udlization by 
Young Children. 


Section on Physical Medicine 


Certificate of Merit to Earl F. Hoerner, Joseph B. Rogoff, 
and Jerome S. Tobis, New York Medical College, New York, 
for the exhibit on Pain Weakness: Electrodiagnostic Evalu- 
ation. 

Honorable Mention to Charles D. Bonner, Holy Ghost 
Hospital Rehabilitation Unit, Cambridge, Mass., for the 
exhibit on Muscle Rehabilitation by Local Steroid Therapy 
and Sling Suspension. 


Section on Preventive Medicine 


Certificate of Merit to John C. Pruitt, Albert W. Hilberg, 
Raymond F. Kaiser, Richard A. Malmgren, and John F. 
Potter, National Cancer Institute, Bethesda, Md., for the 
exhibit on Studies of Cancer Cells in Circulatory Blood. 

Honorable Mention to Peter Hamill, U. S. Public Health 
Service, Washington, D. C., for the exhibit on Air Pollution 
Is a Nationwide Problem. 

Honorable Mention to Howard A. Buechner, Jordan 
Thompson, and Oscar Blitz, Veterans Administration Hos- 
pital, New Orleans, for the exhibit on Bagassosis: A Medical 
Enigma. 

Section on Radiology 


Certificate of Merit to Robert S. Sherman and Daniel 
Wilner, Memorial Center for Cancer and Allied Diseases, 
New York, for the exhibit on Roentgen Problems in Paget’s 
Disease. 

Honorable Mention to Emanuel Salzman, R. P. Spurck, 
L. C. Kier and D. H. Watkins, Denver General Hospital and 
the University of Colorado School of Medicine, Denver, for 
the exhibit on Opacifying Gallstones. 


Section on Surgery, General and Abdominal 


Certificate of Merit to E. Stanley Crawford, Michael E. 
De Bakey, William S. Fields, Denton A. Cooley and George 
C. Morris Jr., Baylor University College of Medicine, Hous- 
ton, Texas, for the exhibit on Surgical Considerations in 
Treatment of Cerebral Arterial Insufficiency. 

Honorable Mention to James S. Clarke, Paul K. McKis- 
sock, Ira Miller, and Kenneth Cruze, Veterans Administra- 
tion Center, Los Angeles, for the exhibit on Peptic Ulcer 
in Cirrhosis and After Portacaval Shunt. 
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Honorable Mention to O. H. Beahrs, K. D. Devine, and 
L. B. Woolner, Mayo Clinic and Mayo Foundation, Roches- 
ter, Minn., for the exhibit on Tumors of the Parotid Gland: 
Their Surgical Management. 


Section on Urology 


Certificate of Merit to Hans H. Zinsser and Clifford Wahl- 
berg, Columbia University College of Physicians and Sur- 
geons, New York, for the exhibit on Urease Inhibitors in 
Urological Infections: Stone Prevention and _ Resistance 
Changes. 

Honorable Mention to John W. Draper, Michael Sierp, 
Paul Braunstein, and William Samellas, Bellevue Hospital 
and Cornell University Medical College, New York, for the 
exhibit on The Stimulation of Callus Formation in Fractures 
by Interposed Urothelium. 


Section on Miscellaneous Topics 


Certificate of Merit to Henry D. Ogden, New Orleans, and 
Marvin Fuchs, Washington, D. C., for the exhibit on Basic 
Fundamentals in the Treatment of Asthma. 


Exhibit Symposium on Arthritis and Rheumatism 


Certificate of Merit to John H. Talbott and Donald M. 
Wilson, University of Buffalo School of Medicine and Buf- 
falo General Hospital, Buffalo, for the exhibit on Gout and 
Blood Dyscrasias. 


Exhibit Symposium on Diabetes 


Certificate of Merit to Howard F. Root, Elliott P. Joslin, 
Alexander Marble, Priscilla White, Allen P. Joslin, Robert 
F. Bradley, and Leo P. Krall, Joslin Clinic, Boston, for the 
exhibit on Diabetes Mellitus Today. 


Medical Photography 


A Certificate of Merit is awarded to William Atkinson, 
University of Miami School of Medicine, for his work on 
medical photography in the exhibit on Systemic Treatment 
of Dermatomycoses with Griseofulvin. 

Honorable Mention is given to Thomas J. Lannon, Cleve- 
land Clinic, Cleveland, for his work on medical photography 
in the exhibit on Serotonin Sensitivity in Rheumatoid Ar-— 
thritis and Related Diseases. 


Medical Illustration 


A Certificate of Merit is awarded to Leonard D. Dank, 
New York, for his work on medical illustration in the exhibit 
on The Red Eye, Diagnosis and Treatment. 

Honorable Mention is given to Will Symmes and Ralph 
Sweet, San Francisco, for their work on medical illustration 
in the exhibit on Pathophysiology, Diagnosis and Treatment 
of Esophageal Diseases. 


Certificates of Appreciation 


Certificate of Appreciation to Gordon M. Wyant and 
Allen B. Dobkin, University of Saskatchewan College of 
Medicine, Saskatoon, Sask., Canada, for the exhibit on 
Physiologic Effects of Intravenous Anesthesia. 

Certificate of Appreciation to Andrew Muir, Lanark, Scot- 
land, for his exhibit on Aspirin and the Stomach. 


Comments 


The Committee on Awards wishes to thank all of the 
scientific exhibitors for their contribution to graduate medi- 
cal education and the Section Representatives for their 
assistance. 

The members of the Committee on Awards included Drs. 
Frank P. Foster, Boston, Chairman; Lester R. Dragstedt, 
Chicago; Rubin H. Flocks, Iowa City; Everett C. Fox, 
Dallas, Texas, and Sam H. Sanders, Memphis, Tenn. 
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MEDICAL NEWS 


ARIZONA 

General Practice Meeting in Scottsdale.—The Amer- 
ican Academy of General Practice, Arizona Chapter, 
will meet Oct. 15-17 at the Hotel Valley Ho, Scotts- 
dale. A panel discussion, “Cutaneous Medicine,” 
will be conducted the morning of Oct. 17, with Dr. 
William E. Ragsdale Jr., Phoenix, presenting, 
“Malignancy of the Skin,” and Dr. Walter W. Wil- 
son, Coeur D’Alene, Idaho, giving, “Griseofulvin, a 
New Oral Treatment for Ringworm.” Twelve other 
papers are scheduled, including “Caution, Curves 
Ahead,” by Mr. Mac F. Cahal, executive director of 
the academy. Exhibits are planned. For information, 
write Dr. Arthur V. Dudley Jr., 1524 N. Norton, 
Tucson, Ariz., Convention Chairman. 


CALIFORNIA 

General Practice Meeting in Los Angeles.—The 

California Academy of General Practice will meet 

Oct. 11-14, at the Hotel Statler, Los Angeles. Over 

20 papers are scheduled, including the following 

special lectures: 

Clinical Use and Technique of Hypnosis, Dr. Milton H. 
Erickson, Phoenix, Ariz. (Stanley R. Truman Lecture). 

Diagnosis and Treatment of Hypertension, Dr. James B. Don- 
aldson, Philadelphia (Hodges Memorial Lecture). 

The Use of Steroids in Arthritis, Dr. Philip $. Hench, Roch- 
ester, Minn. (Ivan C. Heron Lecture). 


A panel discussion, “Modern Treatment of Carci- 
noma of the Breast,” will be moderated by Dr. 
Forrest M. Willett, San Francisco. Technical ex- 
hibits are planned. 


COLORADO 

Dr. Newman Comes to Denver.—Dr. Melvin M. 
Newman resigned as associate professor of surgery 
at the State University of New York Downstate 
Medical Center, Brooklyn, Sept. 30 to accept the 
post of director of surgery at the National Jewish 
Hospital, Denver. Dr. Newman came to the down- 
state center's department of surgery in July, 1954, 
as assistant professor. He has been in charge of the 
university's thoracic surgery service at the Kings 
County Hospital for several years. 


Personal.—Dr. Juan A. del Regato, director of the 
Penrose Cancer Hospital, Colorado Springs, has 
been elected president of the section on radio- 
therapy of the Pan American Medical Association, 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
tals, education, and public health. Programs should be received 

at least three weeks before the date of meeting. 


which will hold its 35th anniversary congress in 
Mexico City, May 2-11, 1960.——Dr. Robert J. 
Glaser, dean and professor of medicine, University 
of Colorado School of Medicine, Denver, was re- 
cently named vice-president for medical affairs at 
the university. He will continue to serve as dean 
of the School of Medicine. 


DISTRICT OF COLUMBIA 

Personal.—Dr. Vane M. Hoge was appointed as- 
sistant director of the Washington Service Bureau 
of the American Hospital Association. Dr. Hoge 
resigned as executive director of the Hospital Plan- 
ning Council for Metropolitan Chicago to accept 
the AHA appointment, which was effective July 1. 
——In June, Dr. Lawrence S. Lilienfield, assistant 
professor of medicine, Georgetown University 
School of Medicine, was made a fellow of the 
American Association for the Advancement of Sci- 
ence, was elected president of the D. C. Chapter 
of the American Federation for Clinical Research, 
and was appointed councillor of the eastern section 
of the federation——The speaker for the annual 
Lewis Harvey Taylor Lecture of the American 
Therapeutic Society was Dr. Edward P. Freis, as- 
sociate professor of medicine, Georgetown Univer- 
sity School of Medicine, who spoke before the 
society June 7, at Atlantic City. 


ILLINOIS 

Dr. Camp Honored.—The Warren County Medical 
Society and the Monmouth Medical Club on Sept. 
24 honored Dr. Harold M. Camp, of Monmouth, 
secretary-treasurer of the Illinois State Medical 
Society. The occasion marked Dr. Camp’s 50 years 
as a physician. A dinner was held in Grier Hall of 
Monmouth College and a program was arranged 
by Dr. Charles P. Blair, of Monmouth, president of 
the Warren County Medical Society. Dr. Camp, 
following his graduation from Northwestern Uni- 
versity Medical School in 1909, entered practice in 
Monmouth. In 1924 he was elected secretary of the 
state society. 


Chicago 

Dr. Adams Named Surgery Chairman.—Dr. Wil- 
liam E. Adams, Raymond Professor of Surgery at _ 
the University of Chicago, was appointed chair- 
man of the department of surgery at that institutjon, 
effective Aug. 1. Dr. Adams is president of the 
American Association for Thoracic Surgery and a 
councilor of the Illinois State Medical Society. 
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Orthopedic Meeting in Chicago.—The Chicago Or- 
thopaedic Society will meet Oct. 9 at the Palmer 
House, with Dr. Charles F. Woodhouse, Chicago, 
presenting “Arterial Transplant into Bone.” Dr. 
Carlo S. Scuderi, Chicago, will give “Present Status 
of Orthopaedic Surgery in Italy.” All physicians are 
invited. For information, write Dr. Jerome G. Find- 
er, 111 N. Wabash Ave., Chicago 2, Secretary. 


Medical History Meeting.—There will be a meeting 
of the Society of Medical History of Chicago at the 
Institute of Medicine (fourth floor, 86 E. Randolph 
St.) on Wednesday, Oct. 14, 8 p. m. This is an open 
meeting. Dr. George V. LeRoy, associate dean of 
the biological sciences, University of Chicago, will 
present, “On the Asthma.” Ilza Veith, Ph.D., asso- 
ciate professor, department of the history of medi- 
cine, University of Chicago, and president of the 
society, will present, “A Medical Historian in Ja- 
pan. 


Dr. Spaeth to Speak at Annual Luncheon.—The 
annual luncheon of Michael Reese Hospital Eye 
Alumni Oct. 13 at the Stanford Club in Chicago, 
will highlight the achievements of the late Dr. 
Henry S. Gradle, who headed the department of 
ophthalmology at the medical center from 1925 to 
1950. Guest speaker is Dr. Edmund B. Spaeth, of 
Philadelphia, who will review Dr. Gradle’s con- 
tributions to eye research and surgery as well as 
to international medical relations, notably in the 
founding of the Pan-American Academy of Oph- 
thalmology in 1940. The luncheon is a yearly event 
held in connection with the American Academy of 
Ophthalmology and Otolaryngology, which meets 
this year Oct. 12-17 in Chicago. It is open to all 
interested Reese interns as well as former eye 
residents and nurses associated with the hospital 
or with Dr. Gradle. 


INDIANA 

State Convention in Indianapolis.—The 110th con- 
vention of the Indiana State Medical Association 
will be held Oct. 6-9 at the Murat Temple, In- 
dianapolis. Dr. Kenneth L. Olson, South Bend, 
president of the association will open the first gen- 
eral meeting. Papers to be presented by out-of-state 
speakers are as follows: 


Cancer of the Breast, Dr. George Crile Jr., Cleveland. 

Hypophysectomy in the Treatment of Advanced Cancer of 
the Breast, Dr. Bronson S. Ray, New York. 

Problem of Ovarian Cysts, Dr. J. Donald Woodruff, Balti- 
more. 

Hyperfunctioning Lesions of the Adrenal Glands, Dr. James 
T. Priestly, Rochester, Minn. 

Pituitary Tumors, Dr. Ray. 

Surgical Anatomy of the Colon and Rectum, Dr. C, Naunton 
Morgan, London, England. 

Ulcerative Colitis, Dr. Charles W. Mayo, Rochester, Minn. 

The Tired Mother Syndrome, Dr. Leonard L. Lovshin, 
Cleveland. 
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Convalescence Following Illness and Surgery, Dr. N. Henry 
Moss, Philadelphia. 

General Considerations in the Use of Steroids, Dr. Robert M. 
Salassa, Rochester, Minn. 

Carcinoma of the Lower Colon and Upper Rectum, Dr. 
Mayo. 

The Treatment and Care of Imperforate Anus, Dr. Arthur 
DeBoer, Chicago. 

The speaker at the annual dinner Oct. 7, 7 p. m. 

will be Carl Winters, Ph.D., public relations de- 

partment, General Motors Corporation, Detroit. The 

program is approved for category II credit by the 

Indiana Academy of General Practice, and instruc- 

tion courses are approved for category I. A trap- 

skeet shoot and a golf tournament are planned. For 

information write Mr. James A. Waggener, 1021 

Hume Mansur Building, Indianapolis 4, Executive 

Secretary. 


LOUISIANA 

Symposium on Lipid Metabolism.—The Tulane Uni- 
versity School of Medicine and the National Vita- 
min Foundation will present a Symposium on the 
Role of Vitamins and Other Nutrients in Lipid 
Metabolism, to be held on the Tulane Campus, 
New Orleans, Oct. 16. Factors thought to be in- 
volved in the production or possible prevention of 
atherosclerosis will be covered, among them fatty 
acids, cholesterol, vitamin Bs, nicontinic acid, and 
vitamin E. Information regarding the symposium 
may be obtained from Dr. Grace A. Goldsmith, 
Tulane University of Louisiana School of Medi- 
cine, New Orleans, or The National Vitamin Foun- 
dation, Inc., 149 E. 78th St., New York 21. 


General Practice Meeting.—The Louisiana Academy 
of General Practice will hold its 13th annual scien- 
tific assembly on Oct. 20-22 at the Capitol House in 
Baton Rouge, Dr. Francis I. Nicolle, of New Or- 
leans, secretary of the organization, announced. 
The Congress of Delegates of the academy will be 
in session on the morning of Oct. 20. Speaker of 
the congress is Dr. Eldredge L. Carroll, of Colum- 
bia, and vice-speaker is Dr. John G. McClure, of 
Welsh. The scientific sessions will begin on the 
afternoon of Oct. 20. Dr. Esmond A. Fatter, New 
Orleans, will preside at the opening session. The 
Wednesday morning session will have Dr. Joseph 
W. Crookshank, of Lake Charles, president-elect, 
as its presiding officer and on Wednesday after- 
noon Dr. Julius W. Daigle, of Paincourtville, im- 
mediate past-president, will be in charge of the 
session. The scientific portion of the program has 
been accepted for 11 hours of category I credit by 
the American Academy of General Practice. Speak- 
ers will include Dr. Nicholas J. Chetta, New Or- 
leans; Dr. Carl A. Nau Jr., Galveston, Texas; Dr. 
Vincent P. Collins, Houston; Dr. Joseph A. Sabatier 
Jr., Baton Rouge; Dr. Robert I. Wise, Philadelphia; 
Dr. Philip Thorek, Chicago; Dr. Irving Redler, 
New Orleans. Dr. David L. Markstein, investment 
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counsellor and seminar lecturer at Loyola Univer- 
sity in New Orleans, will present “Dangers and 
Profits in Investing in the World of Tomorrow.” 
Two medical films will complete the scientific 
program. On Wednesday, Oct. 21, the Louisiana 
academy will hold its annual installation dinner. 
Sixty pharmaceutical and allied companies will 
present technical exhibits during the meeting. 


MARYLAND 

Symposium on Prenatal Nutrition.—The role of ma- 
ternal nutrition in the production of congenital 
malformations and reproductive failure will be 
stressed at a symposium scheduled for Oct. 16-17 
at the Johns Hopkins Hospital in Baltimore. The 
Symposium on Prenatal Nutrition will cover such 
topics as protein nutrition in pregnancy, metabolism 
of iron, vitamin B,. and folic acid in pregnancy, 
and genetics and vitamin B,2 deficiency. For in- 
formation write Bacon F. Chow, Ph.D., Associate 
Professor, Department of Biochemistry, the Johns 
Hopkins University School of Hygiene and Public 
Health, Baltimore, or Dr. Nicholson J. Eastman, 
Professor of Obstetrics and Gynecology, the Johns 
Hopkins University School of Medicine, Baltimore. 


MASSACHUSETTS 

Symposium on Disability and Comprehensive Med- 

icine.—The Liberty Mutual Insurance Company will 

sponsor a symposium, “The Growing Challenge of 

Disability Control in an Era of Comprehensive 

Medical Care,” Oct. 15-16 at the John Hancock 

Hall and Hotel Sheraton-Plaza, Boston. Panel dis- 

cussions and moderators are planned as follows: 

“Cardiac Disability,” Dr. Paul Dudley White, Bos- 

ton; “Psychological Complications in Disability,” 

Dr. Carl A. L. Binger, Cambridge; and “Connective 

Tissues and the Degenerative Diseases of Aging,” 

Francis O. Schmitt, Ph.D., Massachusetts Institute 

of Technology. The program includes the following 

papers: 

Industrial Management’s Role in the Control of Disability, 
Mr. Edward J. Sullivan, Turner Construction Co. 

The Role of Insurance in the Control of Disability, Mr. S. 
Bruce Black, Liberty Mutual Insurance Co. 

The Socio-Economic Responsibilities of Medicine, Dr. Gun- 
nar A, Gundersen, La Crosse, Wis., Past-President, Amer- 
ican Medical Association. 

The Economic Challenges in Disability Control, Mr. George 
Bugbee, president, Health Information Foundation. 

Labor’s Role in the More Effective Control of Disability, Mr. 
Jerome Pollack, Detroit. 

The Role of the Bar and the Judiciary in Controlling Disa- 
bility, Mr. David W. Peck, New York City. 

Government's Role in the Control of Disability, Miss Bertha 
S. Adkins, Washington, D. C. 


MICHIGAN 

Center for Medical Research.—_Dow Corning Cor- 
poration announced the founding of the Dow Corn- 
ing Center for Aid to Medical Research Aug. 14. In 
making the announcement, Mr. R. W. Collings, 
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president, said, “the purpose of the center will be 
to aid medical research by supplying technical 
assistance by acting as a clearing-house for informa- 
tion about the use of silicones in medicine and sur- 
gery, and by cooperating in research in organosili- 
con chemistry in relation to the human body.” 
Offices of the new center will be at Midland. The 
director will be Rob Roy McGregor, Ph.D., and the 
executive secretary Mr. Silas A. Braley. Dr. 
McGregor has been a member of the research team 
of Dow Corning since its founding in 1943. The 
new facility will serve as a communication center, 
Dr. McGregor said, “to answer inquiries about the 
medical uses of silicones, to collaborate on solving 
technical problems, and to report on work in prog- 
ress. There will be no charge for this service.” 


Annual Meeting on Blood Banks.—The 5th annual 

meeting of the Michigan Association of Blood 

Banks will be held Oct. 10 at the David Whitney 

House, headquarters of the Wayne County Medical 

Society, Detroit. Dr. Ralph M. Hartwell, New Or- 

leans, president, American Association of Blood 

Banks, will moderate the morning session at which 

Dr. Elmer R. Jennings, president of the Michigan 

association, will present an address. The program 

includes the following papers: 

Medicolegal Aspects of Operating a Blood Bank, Frederick J. 
Buesser Jr., LL.B., Detroit. 

Drug Dependent Positive Coombs Test, Dr. Ernest E. Muir- 
head, Detroit. 

Quantitative Aspects of Anti-Rh Inhibition, Emanuel Hackel, 
Ph.D., East Lansing. 

Blood Bank Problems Relating to Open Heart Surgical Pro- 
cedures, Dr. William J. Kuhns, Pittsburgh. 
Studies on Survival of Platelets and Erythrocytes, Dr. Max 
M. Strumia and Dr. Paul V. Strumia, Bryn Mawr, Pa. 
Screening of Hemorrhagic Disorders for the Small Labora- 
tory, Lee A. Hyndman, Ph.D., Lansing. 

Use of Fluorescent Antibodies in the Detection of Minor 
Erythrocyte Populations, Dr. Flossie Cohen, Dr. Wolf W. 
Zuelzer, and Margaret Evans, M.S., Detroit. 


A round-table luncheon is planned. For information, 
write Dr. Frank R. Ellis, Chairman, Program Com- 
mittee, 1010 Antietam St., Detroit 7. 


MINNESOTA 

Personal.—Dr. Frank H. Krusen, Rochester, who 
founded the Section of Physical Medicine and Re- 
habilitation of the Mayo Clinic in 1935, was ap- 
pointed special assistant for health and medical 
affairs to the director of the Office of Vocational 
Rehabilitation of the Department of Health, Edu- 
cation, and Welfare. Dr. Krusen will assume the - 
new post about Sept. 15.-—Dr. S. Marx White, of 
Minneapolis, was awarded Northwestern University 
Alumni Association’s merit award “in recognition of 
worthy achievement which has reflected credit 
upon Northwestern University.” Dr. White, one of 
the founders of the Nicollet Clinic, received his 
medical degree from Northwestern in 1897. 
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MONTANA 


Society News.—The Montana Chapter of the Ameri- 
can Academy of General Practice installed Dr. 
Harry R. Soltero, Billings, as president to succeed 
Dr. Amos R. Little Jr., Helena, Dr. Philip D. Pallis- 
ter, Boulder, was named president-elect and Dr. 
Paul J. Seifert, Libby, vice-president. Dr. Vernon 
D. Standish, Big Timber, was reelected secretary- 
treasurer.——At the annual conference of the Mon- 
tana Rehabilitation Association in Billings, during 
June, Dr. James A. Shown, Great Falls, was named 
president-elect, succeeding Mr. John J. Earls, Hel- 
ena, was installed as president for the forthcoming 
year. Dr. Jess T. Schwidde, Billings, is immediate 
past-president of the association. 


NEW JERSEY 

Symposium on Lipids and Diabetes.—The New 
Jersey Diabetes Association in cooperation with the 
New Jersey State Department of Health will pre- 
sent its seventh annual Symposium on Lipids and 
Diabetes in Newark Oct. 21. Four papers are 
scheduled as follows: 

Fat: Its Relationship to the Treatment of Diabetes, Dr. Leo 
P. Krall, Boston. 

Some Aspects of Lipid Metabolism in Relation to Atheroscle- 
rosis, Dr. Herbert J. Kayden, New York City. 

Effects of Fatty Infiltration of the Liver upon Sensitivity to 
Insulin Action, Michael Somogyi, Ph.D., St. Louis. 

Fat: Liver and Diabetes, Dr. Carroll M. Leevy, Jersey City. 


A panel discussion, “Lipids and Diabetes,” will be 
moderated by Dr. Garfield G. Duncan, Philadelphia. 
President of the New Jersey Diabetes Association is 
Dr. William Levison. Members of the American 
Academy of General Practice will receive three 
hours credit under category II for attendance. 


NEW YORK 

Center for Arthritis Evaluation—Two March of 
Dimes research grants totaling $145,080 have been 
awarded to the University of Rochester School of 
Medicine and Dentistry to establish a model ar- 
thritis evaluation and demonstration center, and to 
study blood factors as a clue to rheumatoid ar- 
thritis. The two research projects will be directed by 
Dr. Ralph F. Jacox, associate professor of medicine, 
who will conduct the arthritis evaluation and 
demonstration center, and Dr. John H. Vaughan, 
associate professor of medicine, who will direct the 
study of blood factors. The arthritis center in 
Rochester will be located in the University of 
Rochester Medical Center with its two affiliated 
teaching hospitals, the Strong Memorial Hospital 
and Rochester Municipal Hospital. It will have com- 
plete resources for diagnostic, orthopedic, pedi- 
atric, psychiatric, and social service care of patients 
with arthritis. The center will have triple functions 
of care, education, and research as related to rheu- 
matic diseases. The new center will offer out- 
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patient treatment primarily. However, hospital beds 
will be available for in-patient treatment when 
necessary. The program under the university grant 
will be administered by the department of medi- 
cine. 


Personal.—The retirement of Dr. Morton L. Levin, 
Albany, as assistant commissioner for medical 
services was announced. Dr. Levin, associated with 
the New York State Health Department since 1936, 
is a former president of the Public Health Cancer 
Association and the New York State Epidemiologi- 
cal Society.——Appointment of Dr. Loftus L. Bryan, 
Marcy, as assistant commissioner in the State De- 
partment of Mental Hygiene was announced. He 
has been acting commissioner since Dec. 4, 1958. 
Dr. Bryan will be in charge of the division of in- 
patient services, having responsibility for the ad- 
ministration of occupational therapy, nursing, 
recreational and safety services, and for medical 
inspection of al] state and licensed mental institu- 
tions.——Dr. Thomas L. Hawkins Jr., of the Albany 
Medical College faculty, was awarded a special 
fellowship by the Nathan Hofheimer Foundation, 
New York, to undergo advanced training in hema- 
tology. Dr. Hawkins has gone to Salt Lake County 
General Hospital and the University of Utah Col- 
lege of Medicine, Salt Lake City, where he will 
spend 10 months studying clinical and experimental 
hematology under Dr. Maxwell M. Wintrobe and 
Dr. George E. Cartwright. 


New York City 

Director Named for Radioactivity Laboratory.— 
Mr. Merril Eisenbud was appointed professor of 
industrial medicine at New York University Post- 
Graduate School of Medicine and will assume direc- 
tion of a new laboratory concerned with the study 
of long-range effects of radioactivity on man to be 
established at the Medical Center. The laboratory 
will be a unit of the Institute of Industrial Medi- 
cine, of which Norton Nelson, Ph.D., is director. 
Organization of the radiation study was made pos- 
sible by a 10-year grant from the Rockefeller Foun- 
dation. The objective of the project will be the 
evaluation and prevention of radiation hazards for 
the general population as well as in industry. Pro- 
fessor Eisenbud has been associated with the atomic 
energy program since he joined the Atomic Energy 
Commission’s Health and Safety Laboratory in 
1947. 


Society News.—The following officers of the Kings 
County Radiological Society were elected for 1959- 
1960: president, Dr. Ernest I. Melton; vice-presi- 
dent, Dr. Aaron R. Tolk; and secretary-treasurer, 
Dr. C. Philip Naidorf, 411 Parkside Ave., Brook- 
lyn 26.——At the May meeting of the Brooklyn 
Ophthalmological Society the following members 
were elected to office: Dr. Ira W. Mensher, presi- 
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dent; Dr. Edward Saskin, vice-president; Dr. Nich- 
olas P. Tantillo, secretary-treasurer; and Dr. Angelo 
B. Rizzuti, associate secretary-treasurer. 


NORTH CAROLINA 

Annual Symposium in Raleigh.—The 11th medical 
symposium of the Raleigh Academy of Medicine 
will be held at the Carolina Hotel in Raleigh Oct. 
22, under the subject, “Headache.” Dr. Frank P. 
Powers, president of the academy, will preside. 
Speakers for the symposium will include Dr. Arnold 
P. Friedman, New York City; Dr. Lawrence C. 
Kolb, New York City; Dr. H. Houston Merritt, New 
York City; and Dr. John R. Graham, Boston. Inter- 
ested physicians are invited. For information, write 
Dr. Walter H. Wilson, Professional Building. Ra- 
leigh, N. C. 


OREGON 

Northwestern Pathologists Meeting.—The fall meet- 
ing of the Pacific Northwest Society of Pathologists 
will be held Oct. 15-17 in Gearhart. Dr. Lauren V. 
Ackerman, professor of surgical pathology and 
pathology, Washington University School of Medi- 
cine, St. Louis, will present, “Pseudosarcoma of 
Soft Tissue.” A slide seminar is planned for the 
morning of Oct. 17. The seminar and scientific 
program are open to all interested physicians. For 
information, write Dr. Nelson R. Niles, University 
of Oregon Medical School, Portland 1, Ore., Sec- 
retarv. 


PENNSYLVANIA 

Society News.—Officers of the Pennsylvania Radio- 
logical Society elected for 1959-1960 are as follows: 
Drs. D. Alan Sampson, Ardmore, president; Carl B. 
Lechner, Erie, president-elect; Thomas J. Conahan, 
Hazleton, first vice-president; Thomas A. Campbell, 
York, second vice-president; Walter P. Bitner, Har- 
risburg, secretary-treasurer; John H. Harris Jr., 
Philadelphia, editor; Marlyn W. Miller, Altoona. 
associate editor; John H. Harris, Harrisburg, coun- 
cilor to American College of Radiology; and New- 
ton Hornick, Pittsburgh, alternate councilor. The 
next annual meeting will be held at Pocono Manor 
on May 14-15, 1960. 


PUERTO RICO 


Meeting of Physicians in Santurce.—The American 
College of Physicians ninth regional meeting will 
be held at the Puerto Rico Medical Association 
Building, Santurce, Oct. 9-10. The program will 
open with a symposium, “Medical Aspects of 
Schistosomiasis Mansoni,” presented in collabora- 
tion with the Puerto Rican Committee for Bilharzia 
Control, and will include “Medical Treatment of 
Schistosomiasis Mansoni,” by Dr. F. Hernandez- 
Morales, governor of the college for Puerto Rico. Dr. 
Chester S. Keefer, Boston, president-elect of the 
college, will present, “From Chronic Bronchitis to 
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Cor Pulmonale,” the evening of Oct. 9 and will be 
luncheon speaker Oct. 10. The program includes a 
total of 22 papers. For information, write The Amer- 
ican College of Physicians, 4200 Broad St., Phila- 
delphia 4. 


TEXAS 

Dr. McGanity Named Department Chairman.—Dr. 
William J. McGanity was appointed professor and 
chairman of the department of obstetrics and gyne- 
cology of the University of Texas Medical Branch 
School of Medicine at Galveston, effective Jan. 1, 
1960. He has been visiting professor of obstetrics 
and gynecology since Sept. 1, 1959. He succeeded 
Dr. Garth L. Jarvis, who will continue as professor 
in the department. Dr. McGanity comes to the Uni- 
versity of Texas from Vanderbilt University School 
of Medicine, Nashville, Tenn.. where he served as 
an associate professor. 


WEST VIRGINIA 


Hospital Seminars.—A series of monthly seminars in- 
cluding lectures on nontechnical health subjects to 
which the public is invited has been arranged by 
the Memorial General Hospital in Elkins for the fall 
and winter of 1959-1960. The first meeting, devoted 
to a discussion of cancer, sponsored by the Tumor 
Clinic, was held in the library conference room of 
the hospital, Sept. 8. Dates for the following monthly 
meetings will be decided upon by the committee: 
October, “Is Your Child Healthy?,” department of 
pediatrics; November, “Use and Abuse of Radia- 
tion,” department of radiology; December, “The 
Advance of Pathology in Relation to Disease,” de- 
partment of pathology; January, “Facts and Falla- 
cies in Female Disease,” department of gynecology 
and obstetrics; February, “Heart Attack,” depart- 
ment of cardiology; March, “Anesthesia and the 
Patient,’ department of anesthesiology; April, 
“Abdominal Pain,” department of surgery; May, 
“Glaucoma,” department of ophthalmology; and 
June, “100 Years of Dental Progress,” department 
of dentistry. 


Personal.—Dr. William P. Bittinger, ot Summerlee, 
and Dr. Doft D. Daniel, of Beckley, were reap- 
pointed by Governor Cecil H. Underwood as mem- 
bers of the West Virginia Medical Licensing Board 
for a five-year term, beginning July 1. Drs. Bittinger 
and Daniel have been members of the board since 
1949. The Governor also reappointed Dr. Hu C. 
Myers, of Philippi, as a member of the advisory 
board to the State Board of Health on Hospital Li- 
censing, a post he has held since 1949. The appoint- 
ment, effective July 1, is for a term of seven years.—— 
Dr. Charles M. Scott, of Bluefield, was elected presi- 
dent of the West Virginia Chapter of the Medical 
College of Virginia Alumni Association. He succeeds 
Dr. Marion F. Jarrett, of Charleston. 
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WISCONSIN 

Personal.—Dr. Alfred S$. Evans, who for the past six 
years has been director of the preventive medicine 
section of student health and associate professor of 
medical microbiology, University of Wisconsin 
Medical Center, Madison, was appointed chairman 
of its newly established department of preventive 
medicine and director of the State Laboratory of 
Hygiene. Dr. Evans will replace retiring Dr. Wil- 
liam D. Stovall as Director of the State Laboratory 
of Hygiene.——Dr. Max J. Fox, a member of the 
faculty of Marquette University School of Medicine, 
Milwaukee, since his graduation from its medical 
school in 1922, was named “Marquette Alumnus of 
the Year” at a dinner for past-presidents of the 
alumni association on May 14. He received a cita- 
tion at Marquette’s commencement exercises June 7. 


GENERAL 

Mid-West Allergy Forum.—The Mid-West Forum 
on Allergy will hold its third annual meeting Oct. 
31-Nov. 1 at the Sheraton-Blackstone Hotel, Chi- 
cago. This meeting of the forum is sponsored by 
the Chicago Society of Allergy. For information, 
write to Dr. Leon Unger. 185 N. Wabash Ave., 
Chicago 2. 


Music Therapy Convention.—The 10th annual na- 
tional music therapy convention, sponsored by the 
National Association for Music Therapy, Inc., the 
department of music and the continuing education 
service of Michigan State University, will be held 
at the Kellogg Center for Continuing Education at 
Lansing, Mich., Oct. 9-11. The program includes 
Dr. Henry R. Rollin and Mrs. Maier Brooking, both 
of London, England. Exhibits and displays are 
planned. Registration fee is $6. For information, 
write the Kellogg Center for Continuing Education, 
Michigan State University, East Lansing, Mich. 


Plastic Surgery Meeting in Chicago.—The fall 
meeting of the American Society of Facial Plastic 
Surgery will be held Oct. 15-17 at the Palmer 
House, Chicago. On Oct. 15 the meeting will be 
open to the medical profession, and the program 
will be a Colloquy on Refinements in Facial Plas- 
tic Surgery and will include a panel discussion. On 
Oct. 16 operative demonstrations, lectures, and dis- 
cussions on rhinoplasty and otoplasty are planned. 
Operative clinics will be held Oct. 17, at which 
forehead flaps, bone and cartilage grafts, and skin 
grafts will be considered. For information, write 
Dr. Samuel M. Bloom, Secretary, 123 E. 83rd St., 
New York 23. 


Medical History Essay Medal.—The American 
Association for the History of Medicine has 
established a medal to be granted annually to “the 
author of the best essay submitted to the associa- 
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tion.” The medal has been named in honor of Wil- 
liam Osler, “who more than any other teacher of 
medicine succeeded in creating among students 
enthusiasm for the history of medicine.” Students 
of medicine are invited to compete for the Osler 
Medal. Essays submitted should not exceed 10,000 
words in length on a historical medical subject of 
the student’s own choice. Deadline for this year 
will be April 1, 1960. Essays should be submitted 
by that date to Dr. Samuel X. Radbill, 7043 Elm- 
wood Ave., Philadelphia 42. 


Otorhinologic Surgery Meeting in Chicago.—The 
American Otorhinologic Society for Plastic Surgery, 
Inc., will meet Oct. 11 at the Conrad Hilton Hotel, 
Chicago, under the presidency of Dr. Raymond S. 
Rosedale, Canton, Ohio. Dr. Bagher Sotoodeh, San 
Antonio, Texas, will present, “Surgery of Laryngeal 
Webs,” and Dr. Gonzalo Obregon, Iowa City, will 
give, “Thyro-Glossal and Branchial Cysts.” Evening 
panel discussions moderated by Dr. John T. Dick- 
inson, Pittsburgh, will be held under the following 
titles: Neck Surgery, Miscellaneous Topics on 
Plastic Surgery of the Head, and A Method of 
Rhinoplasty. For information, write Dr. Joseph G. 
Gilber:, Secretary, 75 Barberry Lane, Roslyn 
Heights, N. Y. 


Meeting of Life Insurance Medical Directors.—The 

68th annual meeting of the Association of Life In- 

surance Directors of America will be held Oct. 21-23 

at the Hotel Statler Hilton, New York City, under 

the presidency of Dr. Henry B. Kirkland. Dr. Louis 

M. Orr, President, American Medical Association, 

will present, “Uncle Sam with a Stethoscope,” the 

morning of Oct. 21. Other papers include the fol- 

lowing: 

Accomplishments and Needs of Cardiovascular Research, Dr. 
Francis R. Dieuaide, New York City. 

The Neurotic Claimant: Evaluation of Disability, Dr. Peter 
G. Denker, New York City. 

Highlights of the New Build and Blood Pressure Study, Dr. 
John J. Hutchinson, New York City. 

Which Erring Men Call Chance, Dr. Frank B. Berry, Wash- 
ington, D. C. 

The Master “2-step” Electrocardiographic Test Brought up 
to Date, Dr. Arthur M. Master, New York City. 

Factors in the Evolution of Occlusive Coronary Artery Dis- 
ease, Dr. Milton Helpern, New York City. 

Advances in Surgery: Their Effects on Medical Underwrit- 
ing, Dr. Claude M. Lee Jr., Cincinnati. 


At the banquet, 6:30 p. m., Oct. 22, Mr. Robert H. 
Trench Thompson, United States Manager, British 
Overseas Airways Corporation, New York City, will 
present, “Civil Aviation and World Politics.” The 
program will conclude with a symposium, “Our 
Public Relations and the Work and Aims of the 
Health Insurance Council.” For information, write 
Dr. Royal S. Schaaf, P. O. Box 594, Newark 1, N. J., 
Secretary. 
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Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 
Sept. 5, 1959 
Sept. 6 
Paralytic Total 1958 
Type Cases Total 


Area 
New England States 


Now cis 1 1 
Middle Atlantie States 
East North Central States 
4 14 & 
10 22 26 
cb 2 6 1 
West North Central States 
11 14 
10 33 12 
South Atlantie States 
23 29 14 
7 
East South Central States 
8 24 y 
West South Central States 
Mountain States 
1 
Pacifie States 
Territories and Possessions 


Catastrophes Decrease.—Catastrophes—accidents in 
which five or more persons are killed—took more 
than 750 lives in the United States during the first 
six months of this year, it is reported by statisticians 
of the Metropolitan Life Insurance Company. In the 
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corresponding period of 1958 the figure was over 
800. Through June of this year there were two 
disasters in which 25 or more persons lost their 
lives, both of them involving civil aviation. On 
Feb. 3, a scheduled airliner crashed into the East 
River in New York City, causing 65 deaths, and 
31 were killed when another scheduled plane dis- 
integrated in mid-air during a thunderstorm near 
Baltimore on May 12. The loss of life in military 
aviation catastrophes decreased appreciably, ac- 
cording to the statisticians, reaching one of the 
lowest points for any comparable period in the last 
10 years. Bus accidents in which five or more were 
killed also took fewer lives this vear than last. In 
contrast, catastrophes involving other types of motor 
vehicles took a greater toll than a vear ago. 


Fellowships in Psychiatry.—The American Psy- 
chiatric Association will continue its program of 
fellowships in psychiatry for the current year. The 
program, made possible by a grant from the Smith, 
Kline, and French Foundation of Philadelphia is 
intended “to interest physicians and medical stu- 
dents in psychiatry and mental hospitals and to 
advance levels of treatment and care in these insti- 
tutions.” Several types of awards are available and 
applications from individual physicians, medical 
students, or institutions will be considered so long 
as they relate to these purposes. The new Seymour 
D. Vestermark Fellowships, named in honor of the 
late chief of the Training Branch of the National 
Institute of Mental Health, are intended to stimu- 
late interest and knowledge in psychiatry among 
“outstanding” medical students. A brochure describ- 
ing the program and how to apply will be sent on 
request to Dr. George N. Raines, Chairman, APA 
Fellowship Committee, 1700 18th St., N. W., Wash- 
ington 9, D. C. 


Meeting on Deafness.—The Alexander Graham Bell 
Association for the Deaf will hold its 69th annual 
summer meeting in Rochester, N. Y., June 27-July 1, 
1960, Sol Richard Silverman, Ph.D., St. Louis, presi- 
dent of the association, announced. Mr. James H. 
Galloway, superintendent of the Rochester School 
for the Deaf, is general chairman. The program 
committee is headed by Dr. Leo Connor, assistant 
superintendent of the Lexington School for the 
Deaf. included in the five-dav meeting will be 
panel discussions, demonstrations, film showings, 
visits to schools for the deaf, and sessions of par- 
ticular interest to members of the parents’ section of 
the association. An invitation is extended by the 
association to all professional workers in the educa- 
tion of deaf children to present prepared papers on 
topics of interest. Topics and outlines must be sub- 
mitted by Nov. 1 for consideration. Final approval 
will be sent to each author by the program com- 
mittee. Outlines may be sent to the Alexander 
Graham Bell Association for the Deaf, 1537 35th 
St., N. W., Washington 7, D. C. 
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Chest Physicians Meeting in Albuquerque.—The 
American College of Chest Physicians will hold a 
silver anniversary homecoming meeting in Albu- 
querque, N. M., Oct. 14-17, with headquarters at 
the Western Skies Hotel. The program is arranged 
under the following session headings: 

Reports Summarizing Technics and Their Applications in 
the Study and Treatment of Heart Disease. 

Pertinent Aspects in the Study and Treatment of Pulmonary 
Disease: Anatomy, Pathology, and Physiology. 

Unrelated Papers on Special Problems of the Heart, Lungs, 
and Mediastinum. 

Medicine and Surgery: Responsibilities for the Control of 
Cardiopulmonary Disease. 

Unrelated Papers on the Medical Study and Treatment of 
Cardiac and Pulmonary Disease. 

Practical Considerations of Cardiovascular Physiology: Ap- 
plications in Medicine and Surgery. 


Nine round-table luncheon meetings and 22 “fire- 
side conferences” are planned. The banquet will be 
held Oct. 17, 8 p. m. A program of entertainment 
and ladies’ activities is arranged. For information, 
write Mr. Murray Kornfield, 112 E. Chestnut St., 
Chicago 11, executive director. 


Grants for Pediatric Studies.—Grants providing for 
postgraduate pediatric studies will be awarded 
again in 1960 by Wyeth Laboratories, it has been 
announced by Dr. Philip S. Barba, Philadelphia, 
past-president of the American Academy of Pediat- 
rics and chairman of the fellowship selection com- 
mittee. The Philadelphia Pharmaceutical Manu- 
facturing Company will award 20 two-year grants, 
each carrying an annual stipend of $2,400. Appli- 
cations for the fellowships must be submitted by 
Nov. 30, and the grants will be effective on July 1, 
1960. Candidates for the pediatric fellowships may 
include interns, physicians who have recently com- 
pleted their internship, military service, or a U. S. 
Public Health Service Tour, and research fellows. 
All recipients must be citizens of the United States 
or Canada. Fellowships will be awarded on the 
basis of the applicants’ “interest in the care and 
treatment of children, character, conscientious and 
able performance of duties, and academic com- 
petence.” Those receiving Wyeth grants may attend 
any hospital whose residency program is properly 
accredited by the Residency Review Committee of 
the American Board of Pediatrics, and the Council 
on Medical Education of the American Medical 
Association. Applications may be obtained from Dr. 
Barba at the University of Pennsylvania School of 
Medicine, Philadelphia. 


Meeting on Ophthalmology and Otolaryngology.— 
The 64th annual meeting of the American Academy 
of Ophthalmology and Otolaryngology will be held 
Oct. 11-16 at the Palmer House, Chicago, under the 
presidency of Dr. John H. Dunnington, New York 
City. The 16th annual Jackson Memorial Lecture 
will be given the morning of Oct. 14 by Prof. Dr. 
Jules Francois, of the department of ophthalmology 
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of the University of Ghent, Belgium, entitled “Syn- 
dromes with Congenital Cataract.” Dr. James H. 
Maxwell, professor of otolaryngology, University of 
Michigan Medical School, Ann Arbor, will give the 
15th Wherry Memorial Lecture, “Chronic Lympho- 
Epithelial Sialadenopathy.” The presidential ad- 
dress, “Interdependence,” will be given the morning 
of Oct. 12, to be followed by “Women and Medi- 
cine” by the guest of honor, Dr. Georgiana D. 
Theobald, emeritus clinical pathologist, University 
of Illinois College of Medicine, Chicago. Two sym- 
posiums are planned for section meetings on 
ophthalmology: Office Management of the Primary 
Glaucomas and Corneal Surgery. A panel discus- 
sion, “Nasal Polyps,” is scheduled for the otolaryn- 
gology section, Oct. 15. Special scientific programs 
will be held in conjunction with the meetings of 
the Committee on Conservation of Hearing and the 
Otosclerosis Study Group. For information, write 
Dr. William L. Benedict, 15 Second St., S. W., 
Rochester, Minn., Executive Secretary. 


Public Health Meeting in Atlantic City.—The 87th 
annual meeting of the American Public Health 
Association and meetings of related organizations 
will be held in Convention Hall, Atlantic City, 
N. J., Oct. 19-23. Dr. Leona Baumgartner, New 
York City commissioner of health and president of 
the association, said that the theme, “Public Health 
Is One World,” has been adopted. World Health 
Organization officials on the program include Dr. 
M. G. Candau, Geneva, Switzerland, director- 
general and Dr. Abraham Horwitz, of Chile, director 
of the World Health Regional Office for the 
Americas. Authorities from the following countries 
will present papers before scientific or general ses- 
sions: Denmark, England, Ghana, India, Japan, 
Soviet Union, Sweden, and Yugoslavia. About 400 
scientific papers will be presented in 75 sessions. 
General sessions will feature presentation of the 
annual Albert Lasker awards of the American Pub- 
lic Health Association and the Sedgwick Memorial 
Medal. Scientific sessions, workshops, and scientific 
and technical exhibits are scheduled. Among organi- 
zations holding sessions during the week will be the 
American School Health Association, American 
College of Preventive Medicine, American Associa- 
tion of Public Health Physicians, American In- 
dustrial Hygiene Association, Industrial Medical 
Association, National Health Council, Joint Com- 
mission on Mental Health and Illness, and the 
Public Health Cancer Association of America. The 
American Public Health Association, with head- 
quarters at 1790 Broadway, New York City, has 
more than 13,500 members. Its executive director 
is Dr. Berwyn F. Mattison. 


Grants for Cancer Research.—Award of 210 grants 
to support research in 79 institutions in the United 
States and one in England totaling $4,756,834 was 
announced by the American Cancer Society. Among 
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the recipients are Nobel Prize winners Selman A. 
Waksman, Ph.D., New Brunswick, N. Y., who de- 
veloped streptomycin, and Wendell M. Stanley, 
Ph.D., Berkeley, Calif., who was the first scientist 
to crystallize a virus. The grant to support research 
in England is a postdoctoral fellowship to permit 
an American to complete his training at the Virus 
Research Unit of the Agriculture Research Council 
in Cambridge, England. At the same time, the so- 
ciety announced creation of a committee on tobacco 
and cancer as a standing committee of the board of 
directors, replacing its ad hoc committee on smok- 
ing and health. Dr. Dean F. Davies, St. Louis, 
formerly American Cancer Society administrator for 
research on lung cancer, will be executive secretary 
of the new committee. The grants announced are 
the first of a series to be made during the society's 
fiscal year beginning Sept. 1, and brings the dollar 
amount of the grants now in effect to more than 
$15,000,000. Since 1946, the American Cancer So- 
ciety has awarded more than $71,000,000 for sup- 
port of research. Among the grants awarded na- 
tionally, $1,152,310 is for research on the therapy of 
cancer. The 50 grants made are for research related 
to diagnosis and treatment. Nearly as much, 
$1,150,299, was awarded for 55 grants on the 
etiology of cancer. Research on the pathogenesis 
of cancer was supported with 50 grants amounting 
to $890,480. Fourteen grants for research on lung 
cancer were awarded amounting to $475,347. Nine 
postdoctoral fellowships for training in research 
were awarded at a cost of $118,898. Institutional 
research grants totaling $939,500 were awarded to 
29 institutions. 


LATIN AMERICA 


Course on Dermatology in Buenos Aires.—A post- 
graduate course on dermatology will be given by 
the Asociacion Medica Argentina, Santa Fe, 1171, 
Buenos Aires, Argentina. This course will consist of 
. theoretical and practical intensive studies on derma- 
tology, under the direction of Dr. Isaac Zelcer, and 
will start on Nov. 16 and continue to Nov. 21. The 
basic topics will deal with dermatology in childhood 
and treatment of dermatologic diseases. Registra- 
tion will take place at Santa Fe, 1171, Buenos Aires, 
Argentina. For details, write to this address. 


Cuba Recognizes Pan American Confederation.— 
Dr. Armando Monnar Pérez, chief dispatcher for 
the Confederacion Médica Panamericana, has. an- 
nounced that the Revolutionary Government of 
Cuba made and put into force Law No. 300, dated 
April 20, 1959, by which the confederation is official- 
ly recognized. The ministry of education has given 
the confederation suitable headquarters. Corre- 
spondence to the confederation should be addressed 
as follows: 

Confederacion Médica Panamericana 

Casa de las Americas 

Avenida de los Presidentes y 3ra 

Vedado—La Habana—Cuba 
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EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 

GRADUATES, INC. 

Educational Council for Foreign Medical Graduates: Sta- 
tions around tie world. March 16, 1960 and Sept. 21, 
1960. Exec. Director, Dr. Dean F. Smiley, 1710 Orrington 
Ave., Evanston, III. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 21-23, 1960. 
Sec., Dr. D. G. Gill, State Office Bldg., Montgomery. 
AvasKa:* On application in Anchorage or Fairbanks. Sec., 

Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Anizona:* Examination. Phoenix, Oct. 14-16. Reciprocity. 
Phoenix, Oct. 17. Ex. Sec., Mr. Robert Carpenter, 826 
Security Bldg., Phoenix. 

ARKANSAS:* Examination and Reciprocity. Little Rock, Nov. 
5-6. Sec., Dr. Joe Verser, Harrisburg. 

CaLiForNiaA: Written. Sacramento, October 19-22. Oral. San 
Francisco, November 14. Oral and Clinical. San Francisco, 
Nov. 15. Sec., Dr. Louis E. Jones, Room 536, 1020 N 
Street, Sacramento. 

Cotorapo:* Examination. Denver, Dec. 8-9. Reciprocity. 
Denver, Oct. 14. Exec. Sec., Miss Mary M. McConnell, 
715 Republic Bldg., 1612 Tremont Place, Denver 2. 

Connecticut:* Examination. Hartford, Nov. 10-12. Sec. to 
the Board, Dr. Stanley B. Weld, 160 St. Ronan St., New 
Haven. 

DeLawareE: Examination. Dover, Jan. 12-14. Endorsement. 
Dover, Jan. 21. Sec., Dr. Joseph S$. McDaniel, Professional 
Bidg., Dover. 

District oF CotumsBia:* Examination. Washington, Dec. 
14-15. Reciprocity. Washington, Sept. 14. Deputy Direc- 
tor, Mr. Paul Foley, 1740 Massachusetts Ave., Washing- 
ton 6. 

FLornwwa:* Examination. Miami Beach, Nov. 22-24. Sec., 
Dr. Homer L. Pearson, 901 N.W. 17th St., Miami 36. 
Georcia: Examination and Reciprocity. Atlanta, Oct. 13. 

Sec., Mr. Cecil L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 

IpanHo: Examination and Reciprocity. Boise, Jan. 11, 12, 13. 
Exec. Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

InpIANA: Examination. Indianapolis, June 1960. Reciprocity. 
Indianapolis, fourth Wednesday of each month. Ex. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

Kansas:* Examination and Reciprocity. Kansas City, Jan. 
15-16. Sec., Dr. F. J. Nash, New Brotherhood Bldg., 
Kansas City. 

Kentucky: Examination. Frankfort, Dec. 14-15. Asst. Sec., 
Mrs. Ray Wunderlich, 620 South Third St., Louisville 2. 

Louisiana: Examination and Reciprocity. New Orleans, 
Dec. 3-5. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans 12. 

Maine: Examination and Reciprocity. Portland, Nov. 10. 
Sec., Dr. Stephen A. Cobb, Stanford. 

MaryLanp: Examination. Baltimore, Dec. 8-11, Sec., Dr. 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 

MicHiIGAN:* Examination. Lansing, Oct. 26-28. Ex. Sec., Dr. 
E. C. Swanson, 118 Stevens T. Mason Bldg., Lansing. 

Minnesota:*® Examination. Jackson, June 1960. Reciprocity. 
Jackson, Dec. 7, Sec., Dr. A. L. Gray, Old Capitol, Jackson. 

Minnesota:*® Examination and Reciprocity. St. Paul, Oct. 
20-22. Sec., Dr. F. H. Magney, 230 Lowry Medical Arts 
Bldg., St. Paul 2. 

Montana: Examination and Reciprocity. Helena, Oct. 6. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
NeBrRASKA:* Examination. Omaha, June 13-15, 1960. Dir., 
Bureau of Examining Boards, Room 1009, State Capitol 

Bldg., Lincoln 9. 
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New Jersey: Examination. Trenton, Oct. 20-23. Reciprocity. 
Monthly, Sec., Dr. Royal A. Schaaf, 28 West State St., 
Trenton. 

New Mexico:*® Examination and Reciprocity. Santa Fe, 
Nov. 16-17. Sec., Dr. C. Derbyshire, 227 East Palace 
Ave., Santa Fe. 

New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 8-11. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany. 

Nortu Dakota: Examination. Grand Forks, Jan. 6-8. Reci- 
procity. Grand Forks, Jan. 9. Sec., Dr. C. J. Glaspel, Box 
228, Grafton. 

Onto: Examination. Columbus, Dec. 15-17. Endorsement. 
Columbus, Oct. 5. Sec., Dr. H. M. Platter, 21 W. Broad 
St., Columbus 15. 

OrEGON:* Examination. Portland, Oct. 22-24. Ex. Sec., Mr. 
Howard I. Bobbitt, 609 Failing Bldg., Portland. 

PENNSYLVANIA: Examination. Philadelphia, January. Sec., 
Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

Texas:* Examination. Fort Worth, Dec. 3-5. Sec., Dr. M. H. 
Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Uran: Examination. Salt Lake City, July 6-8. Reciprocity. 
Salt Lake City, Nov. 17. Director, Mr. Frank E. Lees, 324 
State Office Bldg., Salt Lake City 1. 

Vircinta: Examination and Reciprocity. Richmond, Dec. 
2-4. Address: Board of Medical Examiners, 631 First St. 
S. W., Roanoke. 

Vircin IsLanps: Examination. Charlotte Amalie, Nov. 12-13. 
Sec., Dr. Benjamin Nath, Charlotte Amalie, St. Thomas. 

WaAsHINGTON:* Examination. Seattle, Jan. 11-13. Administra- 
tor, Professional Division, Capitol Bldg., Olympia. 

West Vircinia: Examination. Charleston, January. Sec., Dr. 
Newman H. Dyer, State Office Bldg., No. 3, Charleston 5. 

Wisconsin:* Examination. Madison, Jan. 14-16. Reciprocity. 
Madison, Oct. 23. Sec., Dr. Thomas W. Tormey, Jr., 1140 
State Office Building, 1 West Wilson St., Madison. 

Wyominc: Examination and Reciprocity. Cheyenne, Oct. 5. 
Sec., Dr. James W. Sampson, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Avaska: Examination and Reciprocity. Juneau, November. 
Sec., Dr. R. Harrison Leer, Alaska Office Bldg., Juneau. 

CoNnecticut: Examination. New Haven, Oct. 10. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New 
Haven 10. 

Districr oF CotumBia: Examination. Washington, Nov. 
23-24. Deputy Director, Mr. Paul Foley, 1740 Massachu- 
setts Ave., Washington 6. 

FLorwa: Examination, Gainesville, Nov. 7. Sec., Mr. M. W. 
Emmel, Box 340, Gainesville. 

Kansas: Examination. Pittsburg, Nov. 6-7. Sec., Dr. Leon 
C. Heckert, Kansas State College, Pittsburg. 

Micuican: Examination. Ann Arbor and Detroit, Oct. 9-10. 
Sec., Mrs. Anne Baker, West Michigan Ave., 116 Stevens 
T. Mason Bldg., Lansing. 

MINNESOTA: Examination. Minneapolis, Oct. 6-7. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min- 
nesota, Minneapolis. 

New Mexico: Examination. Santa Fe, Oct. 18, Reciprocity. 
Santa Fe, Oct. 7. Sec., Mrs. M. Cantrell, P. O. Box 1522, 
Santa Fe. 

RuHopE IsLanp: Examination. Providence, Nov. 18. Reciproc- 
ity. Providence, Nov. 4. Administrator, Mr. Thomas B. 
Casey, 366 State Office Bldg., Providence. 

South Dakota: Examination. Vermillion, Dec. 4-5. Dr. 
Gregg M. Evans, 310 East 15th St., Yankton. 

Texas: Examination. Austin, Oct. 12-13. Sec., Bro. Raphael 
Wilson, 407 Perry-Brooks Bldg., Austin. 

WasuincTon: Examination. Seattle, Jan. 6-7. Sec., Mr. Thom- 
as A, Carter, Capito] Bldg., Olympia. 

Wisconsin: Examination. Milwaukee, Dec. 5. Sec., Mr. Wm. 
H. Barber, 621 Ranson St., Ripon. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 


Personal.—Col. James M. Davis, M. C., was re- 
cently honored by the Chinese: National Air Force 
with the award of its flight surgeon wings. The 
award was made in Taipai, Taiwan (Formosa), by 
Lieut. Gen. HSU, Huan-shen, deputy commander 
in chief Chinese Air Force. Colonel Davis is pres- 
ently assigned as director of the professional serv- 
ices for Pacific Air Forces, located at Hickam Air 
Force Base, Hawaii. 


ARMY 


Personal.—Major Gen. Elbert DeCoursey, com- 
mandant of the Army Medical Service School at 
Brooke Army Medical Center, received an honor- 
ary Doctor of Laws degree from Baylor University 
in August. The citation praised his contributions to 
military and medical administration and especially 
his active interest in pathological research. Gen- 
eral DeCoursey also holds the honorary Doctor of 
Sciences degree from the University of Kentucky, 
where he took his undergraduate work. 


NAVY 


Symposium on_ Environmental Medicine.—The 
Tenth Annual Military Medico-Dental Symposium 
on Environmental Medicine for all armed forces of 
the United States will be held Oct. 28-30, at the 
U. S. Naval Hospital, Pattison Ave., Philadelphia 
45. Members of the medical, dental, and nursing 
professions, and students, interns, residents, and hos- 
pital administrators are cordially invited to attend. 
Arrangements have been made to award retire- 
ment point credits for Army, Air Force, and Naval 
Reserve officers attending. Address all correspond- 
ence to District Medical Officer, Building 4, U. S. 
Naval Base, Philadelphia 12. 


PUBLIC HEALTH SERVICE 


Personal.—Dr. Nathaniel I. Berlin was appointed 
chief, general medicine branch, National Cancer 
Institute. He has been head of the metabolism serv- 
ice of that branch since his appointment to the staff 
in November, 1956.-—Dr. Glen R. Leymaster, pro- 
fessor and head of the department of preventive 
medicine at the University of Utah College of 
Medicine, was appointed to serve a four-year term 
on the epidemiology and biometry advisory com- 
mittee of the National Institutes of Health, U. S. 
Public Health Service.——Dr. Alson E. Braley, pro- 
fessor and chairman of the department of ophthal- 
mology at the State University of lowa, Iowa City, 
since 1950, has been reappointed to the National 
Advisory Neurological Diseases and Blindness 
Council for a four-year term. 
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DEATHS 


Abbott, C. Norman ® Cucamonga, Calif.; College 
of Medical Evangelists, Loma Linda and Los 
Angeles, 1934; chairman of the board of American 
Humanics Foundation, of which he was a past- 
president; member of the American College of 
Chest Physicians, American Trudeau Society, and 
the Industrial Medicai Association; fellow of the 
International College of Surgeons; past-president 
of the San Bernardino County Medical Society; 
associated with the San Antonio Community Hos- 
pital in Upland; died July 18, aged 51. 


Abramson, Paul Dowling ® Shreveport, La.; born 
in Shreveport March 17, 1906; Tulane University 
of Louisiana School of Medicine, New Orleans, 
1929; specialist certified by the American Board 
of Surgery; member of the Southeastern Surgical 
Congress; fellow of the American College of Sur- 
geons and past-president of the Louisiana Chapter; 
veteran of World War II; clinical professor of 
surgery at Louisiana State University School of 
Medicine in New Orleans; past-president of the 
Louisiana State Medical Society and the Shreve- 
port Medical Society; on the staffs of the Con- 
federate Memorial Medical Center and North 
Louisiana Sanitarium; formerly co-editor of the Tri- 
State Medical Journal; died July 18, aged 53. 


Auld, Douglas De Vallee ® Sandusky, Ohio; Uni- 
versity of Western Ontario Faculty of Medicine, 
London, Ont., Canada, 1925; member of the In- 
dustrial Medical Association; chief physician for 
the Ford Motor Company; died in the Cleveland 
Clinic Hospital July 20, aged 62. 


Ballenger, William Lee, Atlanta, Ga.; Atlanta Col- 
lege of Physicians and Surgeons, 1912; for many 
years on the faculty of the Atlanta Dental College; 
died in Milledgeville July 17, aged 78. 


Bausch, Robert Peter, Columbus, Ohio; Ohio State 
University College of Medicine, Columbus, 1916; 
veteran of World War I; formerly medical examiner 
for the Pennsylvania Railroad; died in the Mercy 
Hospital July 17, aged 66. 


Bonner, Clarence Alden ® Prides Crossing, Mass.; 
University of Vermont College of Medicine, Bur- 
lington, 1913; specialist certified by the American 
Board of Psychiatry and Neurology; member of the 
American Psychiatric Association; veteran of World 
War |; formerly associated with the Worcester 
(Mass.) State Hospital and Warren (Pa.) State Hos- 


@) Indicates Member of the American Medical Association. 


pital; served as executive officer at the Boston 
Psychopathic Hospital and as superintendent of the 
Danvers State Hospital in Hawthorne; at one time 
assistant to the commissioner of the department of 
mental diseases for the state of Massachusetts; 
served on the editorial staff of the Mental Health 
Sentinel; died July 27, aged 71. 


Bralliar, John Seward, Franklin, Ky.; University of 
Tennessee College of Medicine, Memphis, 1939; 
interned at the French Hospital in San Francisco; 
veteran of World War II; member of the Simpson 
County Board of Health; died July 11, aged 50. 


Bray, William Edward @ Charlottesville, Va.; born 
in Winona, Miss., March 7, 1882; University of Vir- 
ginia Department of Medicine, Charlottesville, 1912; 
specialist certified by the American Board of Pa- 
thology; past-president of the Virginia Society for 
Pathology and Laboratory Medicine; founding fel- 
low of the College of American Pathologists and 
member of the American Society of Clinical Pathol- 
ogists; served on the faculty of his alma mater, 
where he was director of clinical laboratories; pro- 
fessor of pathology and bacteriology at the Univer- 
sity of Mississippi School of Medicine in University, 
1914-1915; epidemiologist for the state health 
department of Virginia during the summers from 
1910 to 1914; on the staff of the Martha Jefferson 
Hospital; author of “Clinical Laboratory Methods” 
and “Synopsis of Clinical Laboratory Methods”; 
died July 18, aged 77. 


Brown, H. Ernest, Roanoke, Va.; University of 
Toronto Faculty of Medicine, Toronto, Ont., Can- 
ada, 1914; served in the Royal Army Medical 
Corps during World Wars I and II; chief of 
psychiatry and mental hygiene clinic of the Vet- 
erans Administration Hospital and regional office; 


died July 15, aged 65. 


Bryant, John B., Chicago; Meharry Medical Col- 
lege, Nashville, Tenn., 1913; at one time practiced 
in Stuttgart, Ark.; died July 20, aged 73. 


Bundrant, Herschel Belmont, Detroit; Indiana Uni- 
versity School of Medicine, Indianapolis, 1936; 
died July 9, aged 47. 


Burbach, William Martin ® Chicago; Northwest- 
ern University Medical School, Chicago, 1905; 
died July 18, aged 81. 


Burnham, Arthur F., Metamora, Mich.; Detroit 
College of Medicine, 1903; died in Lapeer July 12, 
aged 80. 
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Burwig, William Herbert ® Buffalo; University 
of Buffalo School of Medicine, 1923; specialist 
certified by the American Board of Obstetrics and 
Gynecology; fellow of the International College of 
Surgeons and the American College of Surgeons; 
associated with Millard Fillmore, Deaconess, Buf- 
falo General, and Children’s hospitals; died April 
16, aged 59. 


Chapman, James Aubrey ® Alexander City, Ala.; 
Medical College of Alabama, Mobile, 1905; asso- 
ciated with the Russell Hospital; died July 14, 
aged 79. 


Clements, Albert Fred, Evansville, Ind.; Rush Med- 
ical College, Chicago, 1920; past-president of the 
Vanderburgh County Medical Society; veteran of 
World Wars I and II; died July 9, aged 64. 


Compton, Charles Wentworth ® Springfield, Ill; 
Central College of Physicians and Surgeons, In- 
dianapolis, 1900; on the staffs of St. John’s and 
Memorial hospitals; died July 6, aged 83. 


Cook, William Henry ® Chickasha, Okla.; Wash- 
ington University School of Medicine, St. Louis, 
1907; served as chief surgeon for the Frisco Rail- 
road for many years; died in the Chickashaw Hos- 
pital July 12, aged 81. 


Crane, Harley C., Flint, Mich.; Detroit College of 
Medicine and Surgery, 1929; veteran of World 
War I; died July 14, aged 65. 


Crothers, Bronson, Cambridge, Mass.; Harvard 
Medical School, Boston, 1910; member of the Amer- 
ican Pediatric Society, of which he was past-presi- 
dent, American Academy of Pediatrics, American 
Neurological Association, and the Association for 
Research in Nervous and Mental Diseases; served 
on the faculty of his alma mater; on the staff of 
the Children’s Hospital; veteran of World War I; 
author of “Disorders of the Nervous System in 
Childhood” and “A Pediatrician in Search of Men- 
tal Hygiene”; died in his summer home in Sorrento, 
Maine, July 17, aged 75. 


Crume, William Keith ® Bardstown, Ky.; Univer- 
sity of Louisville School of Medicine, 1934; interned 
at the Louisville City Hospital, where he served a 
residency; member of the American Academy of 
General Practice; member of the city council; 
served as a member of the board of education and 
the Nelson County Health Department; a director 
of the Farmers Bank & Trust Company; associated 
with the Flaget Memorial Hospital, where he died 
July 10, aged 53. 


Culver, Harry ® Chicago; Rush Medical College. 
Chicago, 1913; specialist certified by the American 
Board of Urology; member of the American Asso- 
ciation of Genito-Urinary Surgeons and the Ameri- 
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can Urological Association; fellow of the American 
College of Surgeons; chairman, Section on Urology, 
American Medical Association, 1933-1934; formerly 
associated with the U. S. Public Health Service; 
served as chief of the department of urology at 
Cook County and St. Luke’s hospitals; died while 
on a vacation in Gleneagles, Scotland, Aug. 5, 
aged 73. 


Currie, George Alexander Wilson, Toronto, Ont., 
Canada; born in Picton Nov. 20, 1913; Queen’s 
Faculty of Medicine, Kingston, Ont., 1938; interned 
at Regina General Hospital in Regina, Sask.; vet- 
eran of World War II; past-president of the Colo- 
rado Hospital Association; a member of the Ameri- 
can Hospital Association, American College of 
Hospital Administrators, and the American Public 
Health Association; formerly assistant hospital ad- 
ministrator at St. Luke’s Hospital in New York 
City; on the faculty of the University of Colorado 
School of Medicine and on the staff of the 
Colorado General Hospital in Denver; later ac- 
cepted an appointment at the University of Texas 
Medical Branch in Galveston, Texas, resigning in 
1957, when he became superintendent of the Hos- 
pital for Sick Children; died while vacationing at a 
lodge near Picton, Ont., July 16, aged 45. 


Darrow, Anna A. @ Coral Gables, Fla.; Chicago 
College of Medicine and Surgery, 1909; died July 
22, aged 82. 


Davis, Carl Lawrence, Hillsdale, Mich.; born in 
Vermontville, July 9, 1878; Columbian University 
Medical Department, Washington, D. C., 1903; 
retired in 1948 after 29 years as professor of 
anatomy at the University of Maryland School of 
Medicine in Baltimore; served on the faculty of 
his alma mater, now known as the George Wash- 
ington University School of Medicine, as demon- 
strator in anatomy from 1912 to 1914 and as pro- 
fessor of anatomy from 1914 to 1919; member of 
Phi Sigma, the Society of Sigma Xi, American 
Association for the Advancement of Science, and 
the American Association of Anatomists; died in 
the Hillsdale Health Center July 13, aged 81. 


Dickson, Green Knowlton, Oklahoma City, Okla.; 
Washington University School of Medicine, St. 
Louis, 1922; died in the Veterans Administration 
Hospital July 11, aged 62. 


Drues, Isadore Abraham ® Tacoma, Wash.; Uni- 
versity of Illinois College of Medicine, Chicago, 
1923; died in the Tacoma General Hospital July 16, 
aged 60. 


Ellis, Frank Alberson ® Corpus Christi, Texas; 
University of Pennsylvania School of Medicine, 
Philadelphia, 1918; specialist certified by the Amer- 
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ican Board of Urology; veteran of World War II; 
served as secretary and treasurer of the North 
Carolina Urological Society; while practicing in 
Salisbury, N. C., served a term as president of the 
Rowan County Medical Society; on the staffs of the 
Crippled Children’s, Memorial, and Spohn_hos- 
pitals; died in the Veterans Administration Hos- 
pital, Houston, July 12, aged 65. 


Epps, Curtis Howard ® Springfield, Mo.; Washing- 
ton University School of Medicine, St. Louis, 1936; 
specialist certified by the American Board of Sur- 
gery; fellow of the American College of Surgeons; 
veteran of World War II; on the staffs of the Burge 
Hospital, St. John’s Hospital, and Springfield Bap- 
tist Hospital; local surgeon for the Frisco Railroad; 
died in the Barnes Hospital, St. Louis, July 17, 
aged 47. 


Farley, Hiram H. ® Logan, W. Va.; Hospital Col- 
lege of Medicine, Louisville, 1904; served as a 
member of the city council; formerly medical di- 
rector of the Mercy Hospital, now known as Guyan 
Valley Hospital; died July 18, aged 80. 


Fowler, Wirt Dee, Eden, Texas; Medical Depart- 
ment of Tulane University of Louisiana, New Or- 
leans, 1909; served overseas during World War I; 
died in Austin July 7, aged 77. 


Frey, Conrad, Las Vegas, N. M.; University of 
Texas School of Medicine, Galveston, 1913; served 
on the staff of the Wichita Falls (Texas) State Hos- 
pital; on the staff of the New Mexico State Hos- 
pital; died July 10, aged 83. 


Friedlander, Emil ® Cincinnati; Universitat Ros- 
tock Medizinische Fakultat, Rostock, Mecklenberg, 
Germany, 1918; member of the American Academy 
of Dermatology and Syphilology; instructor of der- 
matology at the University of Cincinnati College 
of Medicine; on the staffs of the Cincinnati Gen- 
eral and Jewish hospitals; died July 8, aged 68. 


Harris, Clarence P. ® Houston, Texas; Loyola Uni- 
versity College of Medicine, Chicago, 1916; special- 
ist certified by the American Board of Radiology; 
fellow of the American Roentgen Ray Society and 
the American College of Radiology; veteran of 
World War I; associated with the Jefferson Davis 
Hospital, St. Joseph Hospital, and the Huntsville 
(Texas) Memorial Hospifal; died July 19, aged 65. 


Hausner, Erich P. “% Santa Fe, N. M.; born Aug. 1, 
1905; Deutsche Universitat Medizinische Fakultat, 
Prague, Czechoslovakia, 1929; specialist certified of 
the American Board of Internal Medicine; veteran 
of World War II; served a fellowship at the Mayo 
Foundation in Rochester, Minn.; from 1933 to 1935 
assistant professor of medicine at his alma mater; 
past-president of the New Mexico Society of In- 
ternal Medicine; associated with the Los Alamos 
Medical Center in Los Alamos, Espanola (N. M.) 
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Hospital, St. Vincent’s Hospital in Santa Fe, and 
St. Anthony’s Hospital in Las Vegas; consultant in 
medicine at the Veterans Administration Hospital 
in Albuquerque; died in Beaulieu-Sur—Mer, France; 
July 2, aged 54. 


Hofmann, Andrew ® Hammond, Ind.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1909; served 
as coroner of Lake County; on the honorary staff of 
the St. Margaret Hospital, where he died July 9, 
aged 81. 


Horton, Charles Bertram, New York City; Univer- 
sity of Toronto Faculty of Medicine, Toronto, Ont., 
Canada, 1925; member of the American Psychiatric 
Association; veteran of World Wars I and II; at 
one time associated with the State School for Boys 
at Meriden, Conn.; died July 17, aged 60. 


Houser, Oscar Julian ® Charlotte, N. C.; North 
Carolina Medical College, Charlotte, 1914; asso- 
ciated with Charlotte Memorial Hospital; died in 
the Mercy Hospital July 21, aged 74. 


Hughes, Bernard, New York City; New York 
Homeopathic Medical College and Flower Hospital 
in New York City, 1918; veteran of World War I; 
deputy superintendent, Kings County Hospital; 
died in the Veterans Administration Hospital in 
Brooklyn July 24, aged 77. 


Hyde, Robert Dwight @ Beverly Hills, Calif.; Har- 
vard Medical School, Boston, 1927; certified by the 
National Board of Medical Examiners; associated 
with Santa Monica Hospital and St. John’s Hos- 
pital in Santa Monica, where he died July 15, 
aged 63. 


Jackson, Kenna ® Clarksburg, W. Va.; College of 
Physicians and Surgeons, Baltimore, 1913; for many 
years county coroner; died July 16, aged 77. 


Jacobs, Benjamin C. ® Los Angeles; Cornell Uni- 
versity Medical College, New York City, 1923; 
assistant clinical professor of psychiatry at the Col- 
lege of Medical Evangelists in Loma Linda and 
Los Angeles; specialist certified by the American 
Board of Psychiatry and Neurology; member of the 
American Psychiatric Association; served on the 
staffs of the Metropolitan State Hospital in Nor- 
walk, Los Angeles County General Hospital, and 
White Memorial Hospital; died July 18, aged 62. 


Jones, Thomas Glenn, Hyattsville, Md.; National 
University Medical Department, Washington, 
D. C., 1902; died April 28, aged 83. 


Kalish, John Theophil ® Baltimore; Schlesische 
Friedrich Wilhelms—Universitait Medizinische Fak- 
ultaét, Breslau, Prussia, Germany, 1924; interned at 
the Madison Park Hospital in Brooklyn; served a 
residency at the Kingston Avenue Hospita] in 
Brooklyn and the Robert Koch Hospital in Koch, 
Mo.; member of the American Trudeau Society; 
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associated with the Veterans Administration Hos- 
pital; died in the Johns Hopkins University Hospi- 
tal July 9, aged 58. 


Kennedy, Andrew Aloysius, Clifton, N. J.; Temple 
University School of Medicine, Philadelphia, 1923; 
veteran of World Wars I and II; for many years 
associated with the Veterans Administration; on the 
staffs of the Veterans Administration Hospital in 
East Orange, where he died July 15, aged 66. 


Kerr, George Kenneth, Staten Island, N. Y.; Colum- 
bia University College of Physicians and Surgeons, 
New York City, 1928; veteran of World War II; on 
the staff of St. Vincent’s Hospital; died July 2, 
aged 56. 


King, William Scott, Green Bay, Wis.; Northwest- 
ern University Medical School, Chicago, 1911; for 
many years practiced in Eveleth, Minn., where he 
was school physician; died July 17, aged 72. 


Koerber, Lillie Louise, San Francisco; Cooper 
Medical College, San Francisco, 1906; died in July, 
aged 80. 


Koreski, Benjamin Clarence ® Yakima, Wash.; 
St. Louis University ,School of Medicine, 1932; 
past-president of the Yakima County Medical So- 
ciety; fellow of the American College of Surgeons; 
staff member, St. Elizabeth’s and Yakima Valley 
Memorial hospitals; died in the University of Wash- 
ington Hospital in Seattle, July 9, aged 65. 


Landry, Lucian Hyppolite ® New Orleans; Medi- 
cal Department of Tulane University of Louisiana, 
New Orleans, 1907; member of the founders group 
of the American Board of Surgery; member of the 
Southern Surgical Association, of which he was 
formerly vice-president; for many years on the 
faculty of his alma mater; fellow of the American 
College of Surgeons; consultant at the Touro In- 
firmary and Charity Hospital of Louisiana; past- 
president of the Tulane Alumni Association; died 
July 11, aged 76. 


Landsman, Arthur Armin ® New York City; Cor- 
nell University Medical College, New York City, 
1900; also a graduate in pharmacy; senior fellow 
of the American Proctologic Society; past-president 
of the New York State Proctologic Society; for 
many years president of the medical board of the 
Jewish Memorial Hospital, where he was attending 
physician and consultant in proctology; died in the 
Beth Israel Hospital July 31, aged 85. 


Lang, Herbert Bowman, South Hadley, Mass.; 
Harvard Medical School, Boston, 1902; served as 
chairman of the board of health and school physi- 
cian; at one time on the board of water commis- 
sioners for Fire District Number 2; on the courtesy 
staffs of Holyoke and Providence hospitals in 
Holyoke; died July 24, aged 85. 
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Latta, Philip Rankin @ La Grange, IIl.; University 
of Illinois College of Medicine, Chicago, 1937; 
specialist certified by the American Board of Der- 
matology and Syphilology; fellow of the American 
Academy of Dermatology and Syphilology; veteran 
of World War II; on the staffs of the Community 
Memorial General Hospital in La Grange and the 
Hinsdale (Ill.) Sanitarium and Hospital, where he 
died July 17, aged 48. 


Leggett, Lindley Hoag Jr. ® Westfield, N. J.; New 
York Homeopathic Medical College and Hospital, 
New York City, 1918; member of the board of 
health; associated with the Muhlenberg Hospital 
in Plainfield; died in Pemaquid Point, Maine, July 
22, aged 64. 


Leslie, William Francis, Hilo, Hawaii; Indiana 
University School of Medicine, Indianapolis, 1928; 
past-president of the Hawaii County Medical So- 
ciety; superintendent of the Puumaile-Hilo Me- 
morial Hospital, where he died July 4, aged 56. 


Lettinga, Dirk, Grant, Mich.; Grand Rapids Medical 
College, 1907; past-president of the Grant village; 
village councilman for 38 years; served as health 
officer and secretary treasurer of the school board; a 
trustee of the Grant Chamber of Commerce; died 
in the Grant Community Hospital July 10, aged 83. 


Long, Frank Leo ® Los Angeles; Washington Uni- 
versity School of Medicine, St. Louis, 1904; veteran 
of World War I; chief regional medical officer of 
the Veterans Administration; retired Nov. 30, 1952; 
at one time on the staff of State Hospital in Farm- 
ington, Mo.; died in Hollywood Presbyterian Hos- 
pital July 9, aged 76. 


Lynch, John Patrick ® Pawtucket, R. I.; Long Is- 
land College of Medicine, Brooklyn, 1905; died in 
the Memorial Hospital July 4, aged 79. 


McCannel, Archibald Duncan ® Minot, N. D.; 
born in Chesley, Ont., Canada, June 3, 1879; Uni- 
versity of Toronto Faculty of Medicine, Toronto, 
Ont., Canada, 1906; specialist certified by the 
American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Oto- 
laryngology; fellow and past-governor of the Amer- 
ican College of Surgeons; past-president of the 
North Dakota State Medical Association, of which 
he was past-vice-president; served as a member of 
the state board of medical examiners; past-presi- 
dent of the board of the YMCA; formerly member 
of the North Dakota Public Welfare Board; re- 
ceived the Silver Beaver award for outstanding 
service to the Boy Scout program; from 1940 to 
1947 president of the First National Bank and 
served as chairman of the board; associated with 
the St. Joseph’s and Trinity hospitals; in 1954 re- 
ceived the honorary doctor of science degree from 
Jamestown (N. D.) College, serving on its board 
of trustees for many years; died July 22, aged 80. 
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McGuire, John W. ® Neodesha, Kan.; University 
Medical College of Kansas City, Mo., 1905; asso- 
ciated with Wilson County Hospital as chief of 
staff; charter member of the Neodesha Lions Club, 
serving as its first president; a director of the First 
National Bank of Neodesha; died July 16, aged 79. 


Marlatt, Harry R. ® Fairport, N. Y.; born in Troups- 
burg, N. Y., June 26, 1885; University of Buffalo 
School of Medicine, 1911; interned at the Monroe 
County Hospital in Rochester, N. Y.; practiced in 
Honeoye Falls, N. Y., where he served as health 
officer, coroner's physician, and surgeon for Lehigh 
Valley Railroad; for many years field agent with 
U. S. Public Health Service in the state of Louisi- 
ana; formerly medical director of hospitals at 
Pennsylvania Ordnance Works in Williamsport, and 
Kankakee Ordnance Works in Joliet, Ill.; served 
as burgess of Montgomery and as school physician 
of Lycoming County, Pa.; director of the Peoria 
County Tuberculosis Association; member of the 
American School Health Association, Illinois Pub- 
lic Health Association, Mississippi Valley Medical 
Society, and the Peoria Chamber of Commerce; 
recipient of the Congressional Medal for Selective 
service work during World War II; in 1946 was 
named health officer of the newly organized full- 
time Peoria County health unit and served until 
1951; retired in 1955 as institutional health officer, 
Peoria State Hospital; died July 13, aged 74. 


Mayher, John William ® Columbus, Ga.; North- 
western University Medical School, Chicago, 1934; 
specialist certified by the American Board of 
Otolaryngology; member of the American Academy 
of Ophthalmology and Otolaryngology; associated 
with St. Francis Hospital and the Medical Center; 
died July 11, aged 50. 


Mengis, Christopher Ludwig, Opelousas, La.; born 
July 11, 1877; Medical Department of Tulane Uni- 
versity of Louisiana, New Orleans, 1900; specialist 
certified by the American Board of Preventive 
Medicine; director of St. Landry Parish health unit 
for 15 years; part-time director of Evangeline 
Parish Health Unit, Ville Platte, La.; past-president 
of the state board of health; served as assistant state 
health officer and director of the division of local 
health service, state board of health; president of 
the local Chapter for Crippled Children and 
Adults; past-president of the Louisiana Public 
Health Association and the Louisiana Conference of 
Social Welfare; formerly director of the Franklin 
Parish health unit and the Iberia Health unit; 
veteran of World War I; fellow of the American 
Public Health Association; charter member of the 
American Association of Public Health Physicians; 
an honorary staff member of the Opelousas General 
Hospital; died July 10, aged 81. 
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Messmore, Walter Teed, Uniontown, Pa.; Univer- 
sity of Maryland School of Medicine, Baltimore, 
1901; died in the Uniontown Hospital July 23, 
aged 81. 


Meyer, Karl George Moritz, New York City; Uni- 
versitat Rostock Medizinische Fakultit, Rostock, 
Mecklenberg, Germany, 1904; died June 7, aged 79. 


Miller, Robert Francis ® Portland, Ore.; University 
of Oregon Medical School, Portland, 1935; special- 
ist certified by the American Board of Internal 
Medicine; veteran of World War II; served on the 
faculty of his alma mater; associated with Provi- 
dence Hospital and St. Vincent's Hospital, where 
he died July 11, aged 50. 


Miner, Charles Howard ® Wilkes-Barre, Pa.; born 
in Wilkes-Barre, July 5, 1868; University of Penn- 
sylvania Department of Medicine, Philadelphia, 
1893; veteran of the Spanish-American War; spe- 
cialist certified by the American Board of Internal 
Medicine; fellow of the American College of Phy- 
sicians; member of the American Clinical and 
Climatological Association; past-president of the 
Luzerne County Medical Society; one of the found- 
ers of the National Tuberculosis Association and 
of the Pennsylvania Tuberculosis and Health Asso- 
ciation, of which he was the 13th president; instru- 
mental in founding of the Wyoming Valley Tuber- 
culosis Society, of which he was president and later 
president emeritus; formerly secretary of the state 
board of health; at one time medical director of 
Luzerne County; helped in planning the establish- 
ment of the Kirby Health Center, and served as 
first secretary of the board and in 1943 was elected 
president; named president emeritus at his retire- 
ment; in recognition of his long and active career 
in the health field and leadership in the fight 
against tuberculosis, the Pennsylvania State Tuber- 
culosis Sanatorium number 3 in Hamburg, Pa., was 
renamed the Charles H. Miner State Hospital; 
consulting physician at the Wilkes-Barre General 
Hospital; served on the staffs of the White Haven 
(Pa.) Sanatorium, where a ward was named in his 
honor, and the Mercy Hospital; died July 12, 
aged 91. 


Mitchell, Ralph Cadwallader ® Sophia, W. Va.; 
Maryland Medical College, Baltimore, 1902; hon- 
orary life member of the West Virginia State Med- 
ical Association; veteran of the Spanish-American 
War and World War I; died in the Beckley (Va.) 
Hospital July 26, aged 80. 


Moeller, Carl Emil @ St. Louis; Washington Uni- 
versity School of Medicine, St. Louis, 1903; asso- 
ciated with Alexian Brothers Hospital and the 
Lutheran Hospital, where he died July 16, aged 80. 


Moolten, Ralph Rembrandt, New York City; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1919; fellow of the American 
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College of Surgeons; veteran of World War II; a 
medical expert for the workmen’s compensation 
division of the city’s law department; associated 
with the New York Postgraduate Medical School 
and Hospital; on the staff of the University Hos- 
pital; died July 20, aged 62. 


Morehouse, James Amos ® Sterling, Colo.; Univer- 
sity of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1905; associated with Logan 
County Hospital and St. Benedict Hospital; die 
July 18, aged 76. 


Moyes, George Gowans ® Ogden, Utah; North- 
western University Medical School, Chicago, 1911; 
past-president of Weber County Medical Society; 
on the staffs of St. Benedict’s Hospital and Thomas 
D. Dee Memorial Hospital, where he died July 16, 
aged 80. 


Murray, Vance Bishop ® Guerneville, Calif.; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1911; died July 12, aged 71. 


Musgrave, Robert G., Oakland, Calif.; Kansas City 
(Mo.) Medical College, 1889; died in Modesto 
July 3, aged 92. 


Nelson, Paul Oscar ® Emmetsburg, Iowa; State 
University of lowa College of Medicine, Iowa City, 
1919; died July 7, aged 65. 


Norton, Ethelbert Moses ® Birmingham, Ala.; Van- 
derbilt University School of Medicine, Nashville, 
Tenn., 1914; member of the American Academy of 
General Practice; died July 10, aged 74. 


Oesterreicher, Donald Lawson ® Norman, Okla.; 
University of Oklahoma School of Medicine, Okla- 
homa City, 1949; interned at the University Hospi- 
tals in Oklahoma City, where he served a residency; 
associated with the Central State Hospital and the 
Norman Municipal Hospital, where he died July 
7, aged 37. 


Oldenburg, Alfred Vernor, Chicago; Jenner Medi- 
cal College, Chicago, 1906; died July 20, aged 77. 


Peacock, Thomas Gerald, Milledgeville, Ga.; Har- 
vard Medical School, Boston, 1921; veteran of 
World War I; member of the American Psychiatric 
Association; superintendent emeritus of the Mil- 
ledgeville State Hospital, where he was medical 
superintendent for many years; died July 13, 
aged 63. 


Perry, Frank O., Norwood, Ohio; Medical College 
of Ohio, Cincinnati, 1899; formerly city health 
officer; died in the Good Samaritan Hospital July 8, 
aged 85. 


Quiring, Walter Otto ® Hutchinson, Kan.; Univer- 
sity of Kansas School of Medicine, Kansas City, 
1913; specialist certified by the American Board 
of Otolaryngology; veteran of World War I; past- 
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president of the Reno County Medical Association; 
associated with St. Elizabeth Mercy Hospital and 
Grace Hospital, where he died July 6, aged 72. 


Rabens, Isidore, Lynwood, Calif.; Rush Medical 
College, Chicago, 1916; formerly practiced in Chi- 
cago, where he was on the faculty of the University 
of Illinois College of Medicine and on the staffs of 
Cook County and Mount Sinai hospitals; died in 
St. Francis Hospital July 15, aged 69. 


Richey, Sidney Moore ® Tulsa, Okla.; St. Louis 
College of Physicians and Surgeons, 1895; retired 
surgeon for the Frisco Railroad; died July 10, 
aged 90. 


Robbins, Charles Pern ® Winona, Minn.; Jefferson 
Medical College of Philadelphia, 1894; first presi- 
dent of the Winona County Public Health Associa- 
tion; for many years city school physician and 
Winona County physician; associated with the 
Winona General Hospital; died July 15, aged 86. 


Schrader, Edwin Frederick ® Macomb, IIl.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1907; died 
in Peoria July 2, aged 80. 


Taylor, Ruth Elaine ® Chicago; Rush Medical Col- 
lege, Chicago, 1924; served with the student health 
service at the University of Chicago; for many years 
on the staff of the Albert Merritt Billings Hospital; 
died in the Buffalo (N. Y.) General Hospital July 
18, aged 63. 


Thompson, Cecil Frank, Phillips, Maine; Tufts Col- 
lege Medical School, Boston, 1926; on the staff of 
the Franklin County Memorial Hospital in Farm- 
ington, where he died July 9, aged 59. 


Wagner, Charles Andrew @ Pasadena, Calif.; Jef- 
ferson Medical College of Philadelphia, 1934; vet- 
eran of World War II; on the staffs of the Alta 
Vista and Collis P. and Howard Huntington 
Memorial hospitals; died in St. Luke’s Hospital 
July 14, aged 50. 


Wallace, Richard Hendrickson ® Brookline, Mass.; 
Harvard Medical School, Boston, 1927; fellow of 
the American College of Surgeons; served on the 
faculty of his alma mater; certified by the National 
Board of Medical Examiners; specialist certified by 
the American Board of Surgery; served on the staffs 
of the Massachusetts General Hospital in Boston 
and the Pondville Hospital in Walpole; consultant 
at the Massachusetts Eye and Ear Infirmary, Bos- 
ton; died in Boston July 8, aged 58. 


White, James Franklin, Baltimore; University of 
Maryland School, of Medicine and College of 
Physicians and Surgeons, Baltimore, 1923; died 
June 24, aged 58. 
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FOREIGN LETTERS 


FRANCE 


Gamma Globulin and Peptic Ulcer.—R. Cavaillo 
(Archives des Maladies de lAppareil Digestif, 
Dec., 1958) treated 1,000 patients who had gastric 
ulcer with convalescent serum. He gave four intra- 
muscular injections of 20 cc. each weekly, followed 
by maintenance treatment consisting of one in- 
jection of 20 cc. every three months for three years. 
The results were excellent even in those who were 
emaciated due to renal or cardiac complications or 
tuberculosis. In view of the difficulty of standard- 
izing this treatment because of the inconstant ac- 
tivity of the serum, the fact that it can be kept for 
only a few: months, and the risk of transmitting 
viral hepatitis, the author treated the next 46 pa- 
tients who had gastric ulcer with standard gamma 
globulins. He gave three intramuscular injections 
weekly of 10 cc. each. The results in most patients 
were excellent although less constant than those 
obtained with the serum. The author concluded 
that either most donors had a natural antiulcerous 
substance in their serum or that among the more 
than 1,000 donors some had healed ulcers and their 
serum possessed a specific antiulcerous action. The 
author made further studies with gamma globulins 
obtained from plasma of patients with healed or 
healing ulcers and found that the activity of these 
gamma globulins was about five times as effective 
as that of standard gamma globulin. 


Electrocardiogram After Clinical Death.—K. Sara- 
coglu (Archives des Maladies du Coeur et des 
Vaisseaux, March, 1959) studied the electrocardio- 
grams of 30 persons during and after clinica] death. 
The electric activity of the heart continued after 
beating of the heart and respiration stopped. Death 
of the heart started with the lengthening of the 
PQ interval, then the P wave disappeared, which 
was a sign of sinoauricular block. The normal sys- 
toles were replaced by substitute systoles. The 
sinus continued its electrical activity until the 
anatomic death of the myocardium. The alteration 
of the conductive system was revealed by the pro- 
longation of the QRS complex, which became bi- 
phasic. These changes were due to a decrease in 
metabolism and an increase of the serum carbon 
dioxide concentration. Foci of infarction sometimes 
preceded clinical death. Electrical activity might 
continue for 1 to 40 minutes. In patients who died 
of noncardiac causes there were terminal complex 
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noncharacteristic monophasic waves, and in those 
who died of cardiac diseases chaotic tracings and 
ventricular fibrillation occurred. Intracardiac injec- 
tions of epinephrine generally failed in patients 
with cardiac disease, because it provoked ventric- 
ular fibrillation. This was not always the case in 
persons who died of other causes. The author con- 
cluded that the difficulty in reanimation was due 
to the rapid degeneration of the myocardium. 


Anuria in Carbon Tetrachloride Poisoning.—Prof. J. 
Hamburger (Acquisitions Médicales Récentes, 
1958) stated that anuria due to carbon tetrachlor- 
ide poisoning is often misdiagnosed. Of 571 patients 
with anuric nephrosis treated at the Necker Hos- 
pital, 25 were due to this poisoning, 6 were caused 
by trichloroethylene poisoning, and only 17 had 
nephrosis caused by mercurials. Of these 25 pa- 
tients, 12 illnesses were due to the professional use 
of carbon tetrachloride in the workshop and 8 to 
the domestic use of carbon tetrachloride products 
for cleaning. In nine patients alcoholic intoxication 
aggravated the condition. 

The author advised that roentgenograms of the 
chest be made in order to discover latent pulmo- 
nary edema. Of the 25 patients, a correct diagnosis 
was made only in 2. In the other 23 the initial 
diagnosis included hepatobiliary disease, infection, 
and pneumonopathy. The duration of anuria was 
5 to 14 days. In relation to treatment the danger of 
the water-salt overload led the author to attempt 
to obtain a negative fluid balance by limiting and 
sometimes temporarily withdrawing all fluid in- 
take. On the other hand, during the anuric phase 
sodium chloride by any route was contraindicated 
even if the serum level of this salt was low. In 
eight of the patients the intensive humoral disturb- 
ances made extrarenal dialysis necessary. This pro- 
cedure was indicated by an increase in the level 
of blood urea which exceeded 3.5 Gm. per liter. 
Of the 25 patients 24 were cured and 1 died of 
cirrhosis of the liver. 


Staphylococcic Vaginitis.—In the Dec. 12, 1959, issue 
of Revue Francaise de Gynécologie et dObstét- 
rique, J. Bret and co-workers reported that of 623 
patients with vaginitis 145 (24.7%) were due to 
staphylococci, showing the same frequency as vag- 
initis due to trichomonas. The clinical forms were 
not suggestive of bacterial infection. Some patients 
had vaginal ulceration or vulvoanal pyodermatitis 
and a urinary syndrome. The prognosis was worse 
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in pregnant women. In such patients episiotomy 
may be complicated by separation of the perineal 
sutures, cesarean section may be followed by a 
fatal infection, and otherwise normal delivery may 
be followed by mammary and urinary infections. 
In the newborn infant, infection of the umbilical 
cord, conjunctiva, and respiratory tract may occur. 
Vaginitis due to staphylococci in all of these pa- 
tients was resistant to antibiotics. 


GERMANY 


The Intestinal Electrogram.—The prerequisites of 
electrographic diagnosis of the intestine were stud- 
ied by Tiemann and Reichertz (Med. Klin. 54:654, 
1959) on rats, guinea pigs, and cats under urethan or 
chloralose-urethan anesthesia. With the use of ac- 
tion-current pictures they succeeded in representing 
the motility of the intestinal canal in the form of 
variations of potential by electrography. The curves 
obtained are termed electrointestinograms (EIG). 
Vagomimetics, vagolytics, arecoline, carbachol, and 
atropine, given parenterally, were found to affect 
the curves. Atropine abolished the changes due to 
carbachol. The effect of papaverine was less dis- 
tinct. Barium sulfate had no effect. Clinical exam- 
inations of sick and healthy persons gave similar 
results. Various types of waves could be distin- 
guished: N, C, D, and E, corresponding to normal, 
hypermotor, stenotic, and dissociated motor condi- 
tions. The curves derived from three abdominal 
points were clearly altered in some intestinal dis- 
eases. A gastric carcinoma had wave type C, hy- 
permotility of the small intestine type D, and re- 
cent duodenal ulcer associated with spasm and 
enteric processes corresponded to type E. The EIG 
provides only a functional diagnosis of the intestinal 
canal. It is not an aid in the early diagnosis of car- 
cinoma. 


INDIA 


Tuberculous Meningitis.—A. M. Sur and co-workers 
concluded from a study of 133 patients with tuber- 
culous meningitis that the lower the level of con- 
sciousness at the onset of the disease, the higher 
the death rate. Other factors that influenced the 
prognosis were the presence of secondary infection 
and the development of hydrocephalus and suba- 
rachnoid block, all of which were associated with 
a poor prognosis. Reactivation of the disease often 
occurred with premature cessation of bed rest be- 
fore the signs of activity of the disease had sub- 
sided completely. 

Streptomycin combined with isoniazid was the 
usual treatment. Cortisone was given to patients 
who (1) were seriously ill at the onset, (2) showed 
a poor response to treatment, or (3) showed a 
sudden deterioration or threatened subarachnoid 
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block. The streptomycin was given intraventricu- 
larly instead of intrathecally to patients with suba- 
rachnoid block. Tuberculin or streptokinase was 
given intrathecally to those with threatened block. 
Vasodilators were helpful in three patients in pre- 
venting complete optic atrophy, but failed to do 
so in one. The general survival rate was 39.6%. 
Sequelae among survivors were blindness in seven, 
hemiparesis in three, facial palsy in three, mental 
deficiency in one, and moon facies with hirsutism 
in three, two of whom received cortisone. Of 52 
survivors 22 could be followed up. Twenty were 
alive, two had relapses (one of these died and the 
other was in the ward when last seen). 

Failure to demonstrate acid-fast bacilli (AFB) 
in the cerebrospinal fluid does not exclude tuber- 
culous meningitis as revealed by two patients in 
this series with such negative findings when the 
AFB could be demonstrated in exudates in the 
ventricles or base of the brain, at autopsy, or at 
operation. The survival rate in patients treated 
intrathecally with streptomycin and isoniazid was 
37.1% as compared with 73% in those who received 
only intramuscular doses of streptomycin with large 
doses of isoniazid. The incidence of such compli- 
cations as pyogenic meningitis and subarachnoid 
block was also higher when streptomycin was given 
intrath ecally. 


Phosphatase Activity of Escherichia Coli—C. M. 
Rangam and co-workers (Indian Journal of Medical 
Sciences, vol. 13, June, 1959) studied the phospha- 
tase activity of Escherichia coli to determine the 
frequency with which phosphatase-producing or- 
ganisms are found and whether the ability to pro- 
duce this enzyme depends on the source from 
which the organisms are obtained. They also tried 
to find out if any correlation exists between phos- 
phatase production and pathogenicity. Eighty-five 
strains of Esch. coli from stools of normal healthy 
persons, from persons who had enteritis, from uri- 
nary cultures, and from laboratory stock cultures 
were used to make dermonecrotic tests. They were 
also tested for the production of hemolysin. All but 
one strain of the organism yielded positive tests 
for phosphatase production, irrespective of their 
source. Dermonecrosis was obtained with 19 strains 
and showed no relation to phosphatase production 
or intensity of phosphatase activity; 30 strains 
showed hemolytic activity and 9 of these gave posi- 
tive dermonecrotic tests. Thus, pathogenicity in 
skin was found to have no relation to phosphatase 
production and hemolytic activity with regard to 
Esch. coli. 


Trachoma Week.—Trachoma week, organized by 
the sight conservation committee of the Lions Club 
of Bombay, was inaugurated on July 4. During the 
week about 5,000 pupils in selected schools were 
examined by about 20 ophthalmologists who offered 
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their services free. After being examined each child 
was given a card showing the condition of his eyes. 
The card will indicate if the child’s eyes are dis- 
eased in order that proper treatment can be given 
in time. The mayor, inaugurating the weck, said 
he was happy to see that clubs generally devoted 
to relaxation of members were turning into service 
organizations. 


Typhoid in Children.—S. S. Manchanda and co- 
workers (Indian Journal of Child Health, vol. 8, 
June, 1959) analyzed a series of 270 children with 
typhoid. Only those with a positive blood culture 
or a rising agglutination titer were included for 
study. The incidence was highest from May to 
October. The most common age group to be in- 
volved was 5 to 10 years. In 4.44% of the patients 
marked cerebral and meningeal symptoms were 
present at the onset, and meningitis and encepha- 
litis could be excluded only after examination of 
the spinal fluid. A single relapse occurred in 34, 
and relapses occurred twice in 2 patients. Leuko- 
penia was present in only 21.9%; in 22.8% there 
was leukocytosis, A Widal test was done on 266 
patients. In 239 patients it was positive with a 
rising titer. No relation was observed between the 
duration of illness and the peak of the agglutina- 
tion titer. All patients in this series were treated 
with chloramphenicol. Toxic effects on the hemo- 
poietic system were entirely absent even in patients 
with a low leukocyte count. Their count increased 
steadily as the toxemia was controlled. Predniso- 
lone was given to 14 patients. Except in three who 
developed perforation the results of this treatment 
were good. The death rate was 5.2% and was 
highest in the group aged 2 to 5 years. None of 
the five patients who had an intestinal perforation 
recovered. No relationship was found between 
blood count and response to treatment. The prog- 
nosis was also unaffected by a positive or negative 
blood culture after the first week. 


Bronchodilator Action of Local Anesthetics.—Singh 
and Sharma (Indian Journal of Medical Sciences, 
vol. 13, June, 1959) studied the bronchodilator 
action of five local anesthetics synthesized recently 
on dog’s tracheal muscle preparations. Three of 
the compounds were also studied on guinea pig 
lung perfusion. Ephedrine was used as the control 
drug. The drugs thus tested were U-0394 (benzyl 
alcohol, a-[2-(diethylamino) ]-1-phenoxyethy] hydro- 
chloride), U-0910 (propiophenone, 3-dimethylami- 
no 2-p-propoxyphenoxy,-hydrochloride), U-1614 
(benzamide, N-[2 diethylaminoethy] ]-2,4,6-trimeth- 
yl), U-7236 (diphenyl-ethylamine, 0,0’,dimethoxy- 
N,a,a,-trimethylhydrochloride ethenolate), and McN- 
A-29-11 (-diethylaminoethyl 2,3,5,6, tetra methyl 
benzoate). Aqueous solutions of these drugs were 
used for experiment. Acetyl choline and histamine 
_ were used to induce contraction of tracheal muscu- 
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lature of the dogs and the dose of ephedrine re- 
quired to reduce by 50% the contraction produced 
by acetyl choline was taken as unity. 

In histamine-induced spasm, U-0394 and U-0910 

brought about 50% reduction in a dilution of 
1:10,000 but they were ineffective in a dilution 
of 1:100,000. The other three drugs were unable 
to counteract the spasm. Ephedrine antagonized 
the response in a dilution of 1:10,000 only. McN- 
A-29-11 was as potent as U-0394 and U-0910 in 
antagonizing the bronchospastic effect of acetyl 
choline on tracheal muscle but showed no activity 
in histamine-induced bronchospasm in the same 
dilutions on tracheal muscle and in guinea pig 
lung perfusions. U-1614 and U-7236 have a weak 
bronchodilator effect. Thus, of the five compounds 
studied, U-0394 and U-0910 were found to be more 
potent bronchodilators than ephedrine. 
Urinary Excretion of 17-Hydroxycorticost ids.— 
The normal levels of urinary 17- hydroxycorticoster- 
oid excretion had not been reported for Indians 
until Patwardhan and Talavdekar (Indian Journal 
of Medical Sciences, vol. 13, June, 1959) did so. 
The mean values of 24-hour 17-hydroxycorti- 
costeroid excretion as Porter-Silber chromogens 
were 7.02 mg. for men (range 3.8 to 11.4) and 5.3 
mg. for women (range of 1.8 to 8.0). The mean 17 
ketogenic steriod content by the Moxham-Nabarro 
method for men was 9.4 mg. (range 3.4 to 16.7) 
and that by the modified Norymbeski’s procedure 
was 5.3 mg. (range 2.6 to 9.1). Thus the 17- 
ketosteroid values for Indians appeared to be a 
little low compared to those reported for normal 
American and British subjects. 


Enteric Oxygen for Aanuttedia: Ld, D. Vora and co- 
workers (Indian Journal of Medical Sciences, vol. 
13, June, 1959) studied the concentration of oxygen 
at the end of one and two hours after introducing 
oxygen into the intestinal lumen. Mongrel dogs who 
had been starved for 24 hours were given pentobar- 
bital intraperitoneally. After opening the abdomen 
through a midline incision the small intestine was 
found to be completely collapsed and contained no 
liquids or gases. The intestine was brought out and 
300 ml. of oxygen was introduced. About 200 ml. 
was required to fill the small intestine while the rest 
passed into the colon. The intestine was then tied 
just distal to the duodenum and proximal to the 
ileocecal valve. Blood vessels were not included in 
these ligatures so that the blood supply to the intes- 
tines was maintained. 

At the end of one hour 54 to 100 ml. of gas was 
aspirated from the small intestines, their oxygen 
concentration varying from 84 to 90%. The concen- 
tration of oxygen which is therapeutically effective 
is above 80%, and this was found to be maintained 
in the small intestine at the end of one hour, while 
after two hours it was slightly lower but the quan- 
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tity was not always sufficient for analysis. The an- 
thelmintic action of oxygen can thus be definitely 
presumed to be exerted during the first hour after 
intragastric administration in vivo, but its action 
during the second hour is not predictable. 


Therapeutic Insemination.—C. Kar (J. A. Med. 
Women, India 47:2, [May], 1959) stated that homol- 
ogous therapeutic insemination may be used in the 
treatment of infertile couples. The semen is ob- 
tained preferably by masturbation, the husband 
having abstained from sexual intercourse for four 
or five days prior to the collection. This sample is 
used within two hours of collection after complete 
liquefaction has occurred. Insemination is accom- 
plished within two to three days of ovulation and 
two to three inseminations are made between the 
10th and 18th days of the menstrual cycle. If poor 
motility of the spermatozoa is revealed on examin- 
ation of the semen, it is collected fractionally in 
separate test tubes and the first part used for in- 
semination, as this is the part which contains the 
maximum number of motile sperms. The insemi- 
nation is usually done with a syringe, but the 
cervical cap method may also be used. 

In a series of 40 women sterile for 4 to 18 years, 
therapeutic insemination was done and in 19 preg- 
nancy was achieved. In three women a single in- 
semination was enough and in eight pregnancy 
resulted after two inseminations. Of the 19 preg- 
nancies, 6 ended in full-term deliveries. Two had 
missed abortions in the fourth and fifth and four in 
the third and fourth months of pregnancy. The rest 
were still in different stages of pregnancy when 
last seen. The husband’s semen had moderate olli- 
gozoospermia (6 to 20 millions per cubic centi- 
meter) in 5 of these 19 cases. The author stressed 
the importance of proper technique of carrying out 
this procedure in order to achieve successful re- 
sults. 


Chlorpromazine for Preeclampsia.—S. Bose (Journ- 
al of Obstetrics and Gynecology of India, vol. 9, 
1959) studied the action of chlorpromazine in 243 
patients with preeclampsia and concluded that the 
drug helps to reduce blood pressure, the effect be- 
ing more marked in patients with a relatively high 
blood pressure. Because the fall of pressure is tran- 
sitory, prolonged and frequent administration is 
necessary to maintain this action. A few patients 
may even require increasing doses for control of 
the blood pressure. With the routine treatment, the 
maternal mortality was 0.54% and the uncorrected 
fetal mortality 5.7%. For the diagnosis of pre- 
eclampsia, a blood pressure reading of 130/90 mm. 
Hg associated with edema and/or albuminuria was 
taken as the criterion. 

The patients were divided into three groups. 
Group 1 (84 patients) received 50 mg. of chlor- 
promazine and 50 mg. of promethazine intramus- 
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cularly every eight hours; group 2 (99 patients) 
received in addition 100 mg. of meperidine intra- 
muscularly; and group 3 (60 patients) served as 
controls, receiving such sedatives as morphine, bar- 
biturates, bromides, and magnesium sulfate. All 
patients were on a salt-restricted diet rich in pro- 
teins. Diuretics and hematinics were given if neces- 
sary. Severe headache and insomnia were the chief 
complaints. Ability to sleep improved after therapy, 
the maximum effect being noticed in group 2. 
Hangover was minimal in group 1. Of those in 
groups 1 and 2 severe giddiness was reported by 
32%. Nausea and vomiting were easily controlled in 
these groups but were severe at times in group 3. A 
generalized burning sensation was sometimes a 
complaint. This was probably due to a vitamin 
deficiency. Other symptoms such as edema of the 
ankles and scanty urine responded equally well 
in all three groups. 

The very first injection led to a fall in blood pres- 
sure of 20 to 40 mm. Hg. The systolic pressure 
showed a greater fall than the diastolic. The aver- 
age duration of the fall in pressure was 6.8 hours 
and was most marked in group 2. Only seven pa- 
tients required other hypotensive drugs for control 
of blood pressure, which were given in small doses 
due to a synergistic effect. Sixteen patients devel- 
oped an abrupt pressure fall of 50 mm. Hg but 
recovered spontaneously. Chlorpromazine did not 
increase the urinary output any further. Edema 
and weight gain also were probably unaffected by 
the drug, the improvement being due to rest and 
the administration of diuretics. Albuminuria dis- 
appeared more quickly in the first two groups, 
along with the fall in blood pressure. The drug 
also did not affect the action of hematinics. None 
of the patients developed jaundice. The total serum 
protein level was unaltered except in one patient 
in whom the albumin/globulin ratio showed a 
change without any liver damage. Only one patient 
had increased blood urea. Vasospasm of the retinal 
vessels was most marked in group 3, but it was 
relieved by the therapy in the first two groups. 
Sixteen patients gave a history of previous toxemia. 

Of those in the first two groups 18% and of those 
in the third group 25% required induction of labor. 
Chlorpromazine did not cause prolongation of 
labor, and the forceps delivery rate was 5% less 
than in the control group. True eclampsia devel- 
oped in three primiparas, and accidental hemor- 
rhage occurred in two patients. One patient in the 
control group developed cardiac failure. Maternal 
mortality was zero. The total fetal mortality was 
4.5%, There was an increased number of premature 
babies. Fetal loss was greatest in the control group. 
The rate of occurrence of neonatal asphyxia did not 
vary in the three groups. Eight patients in group 
3 who did not respond to routine treatment did 
well with chlorpromazine and meperidine. Pulmo- 
nary complications were generally absent. 
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Late Complications of Tuberculous Meningitis.— 
Nazarova and Mareeva-Khandricova (Indian Jour- 
nal of Child Health, vol. 8, June, 1959) described a 
neurological complication after tuberculous menin- 
gitis that does not respond to specific er nonspecific 
treatment. A constant symptom of the disease is 
rigidity of the spinal column, often throughout its 
entire length but most marked in the lower thoracic 
and lumbosacral regions. Bending of the trunk 
backward or forward is limited and may even be im- 
possible. Patients complain of pain in the back, legs, 
and popliteal space, which is aggravated by cough- 
ing and exertion. Scoliosis may be present while the 
normal lumbar lordosis is replaced by kyphosis. 
There is tenderness over the spine on percussion. 
X-ray shows widening of the spinal canal] in the 
lumbosacral regions, usually involving three or 
four vertebrae. Osteoporosis may be present. All 
show evidence of strain of the long muscles of the 
back. Root pain due to involvement of the arach- 
noid membrane and nerve roots in the lumbar 
region and radiating to one or both lower extremi- 
ties is another constant finding. Deformities at the 
knee and hip joints due to faulty posture or severe 
contractures may develop. Kernig’s sign is positive, 
and there is neck rigidity. The knee and ankle jerks 
and abdominal reflexes are absent or sluggish, us- 
ually on one side. Wasting of gluteal and calf mus- 
cles may be present. 

Sensory changes are few. Some patients have re- 
tention of urine. The gait is characteristic; when the 
whole spinal column is rigid, the trunk and pelvis 
sway around the vertical axis of the patient, the 
legs are bent, and the patient may walk on his 
toes. Examination of cerebrospinal fluid reveals ab- 
solute and relative protein-cell dissociation, xan- 
thochromia, and evidence of partial or complete 
block. Patients complain of sudden acute pain 
radiating to the legs, the perineum, or the bladder 
during lumbar puncture. The puncture may prove 
dry, which happened in two patients. Four of 11 
patients studied had a high protein content and an 
increased cell count. Tubercle bacilli were demon- 
strated in only one patient and another had choles- 
terol crystals in the spinal fluid. Most of the pa- 
tients were undernourished, with marked anorexia. 

All 13 children had been treated for 6 to 12 
months with streptomycin for tuberculous menin- 
gitis. The signs and symptoms were due to the de- 
velopment of cholesteatomas in the subarachnoid 
space involving the nerve roots. In 11 patients 
these growths were removed surgically. The root 
pain which was the initial symptom occurred one 
to six years after the original attack of tubercu- 
lous meningitis, when the patients were otherwise 
perfectly healthy. A diagnosis was _ tentatively 
made of spondylitis or arachnoiditis after tuber- 
culous meningitis; they received specific and non- 
specific treatment, after which the root pain sub- 
sided, but other symptoms persisted and gradually 
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progressed, requiring operation. Laminectomy un- 
der general anesthesia was performed and the verte- 
bral arches of L2 to L4 or L2 to L5 were resected. 
These arches were usually more spongy in texture 
than normal. The thick and congested arachnoid 
showed no pulsations on exposure. The cholestea- 
tomas were seen on moving the nerve roots aside 
as pearly, silky growths with an almost smooth 
surface, round or oval in shape, and enclosed in a 
compact vascular capsule. In one patient the growth 
was single but in the rest 2 to 11 growths were 
found. No fresh tubercles were seen on the arach- 
noid. Relief or complete disappearance of symptoms 
followed removal of these tumors. The postoper- 
ative course was uneventful. Specific antitubercu- 
losis treatment was given for a month after the 
operation. Most patients recovered completely. 
Morphologically these tumors resembled congenital 
epidermoid cysts. 


Treatment of Eclampsia.—M. K. K. Menon (Journal 
of Obstetrics and Gynecology of India, vol. 9, June, 
1959) treated 1,151 patients who had eclampsia 
with various sedatives from 1938 to 1950 with dis- 
appointing results, the maternal mortality being 
about 15.1%. Sodium thiopental was used in 1951 
and the recurrence rate of the convulsions was re- 
duced slightly, but the maternal mortality remained 
high. Antepartum psia resulted in the highest 
mortality, 17% compared with 6.5% in intrapartum 
and 9.3% in postpartum eclampsia. The longer the 
interval between the onset of convulsions and de- 
livery, the greater the death rate. In selected pa- 
tients with antepartum eclampsia, cesarean section 
reduced the maternal mortality. The author then 
gave phenothiazine derivatives to a series of 402 
patients. The treatment consisted of 25 mg. of 
chlorpromazine and 100 mg. of meperidine given 
intravenously in 20 ml. of 5% dextrose solution, on 
admission to the hospital; 50 mg. of chlorpromazine 
and 50 mg. of diethazine were given intramuscular- 
ly; an intravenous drip of 20% dextrose solution 
containing 200 mg. of meperidine was then started 
and allowed to run in slowly, the rate depending on 
the response. The intramuscular injections of 50 
mg. of chlorpromazine and 50 mg. of diethazine 
were given alternately every 4 hours for 48 hours. 
If convulsions were uncontrolled in 8 to 10 hours, 
and the patient was not in labor, cesarean section 
was performed under local anesthesia. If labor had 
commenced, the membranes were artificially rup- 
tured and delivery was assisted by outlet forceps. 
With this treatment, the maternal mortality was 
reduced to 2.2%, the lowest ever obtained by the 
author. Twelve cesarean sections were done in this 
series and no mother was lost because of the oper- 
ation. In this series, 60% showed a satisfactory drop 
in blood pressure and 95% had a good urinary out- 
put. The recurrence rate of convulsions was 15% 
and pulmonary edema was seen in only five pa- 
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tients. Hyperpyrexia occurred in only three patients 
while it had occurred as the terminal event in 25.3% 
of patients treated by earlier methods. Posteclamp- 
tic psychosis was rare and shock was absent even 
with cesarean deliveries. The maternal mortality in 
patients with severe eclampsia was 2.7% in this 
series and the perinatal infant mortality was 32.1%. 
The author believed that this therapy was reason- 
ably effective in controlling convulsions. 

In another study in the same issue N. S. Devi 
found that chlorpromazine was useful in warding 
off imminent eclamptic convulsions. In this series 
maternal mortality was nil and fetal mortality was 
13.6%. 


Toxemias of Pregnancy.—O. Francis (Journal of 


Obstetrics and Gynecology of India, vol. 9, June, | 


1959) studied 200 consecutive patients with toxemi- 
as of pregnancy in order to correlate biochemical 
and ophthalmoscopic findings with the clinical 
data; 172 had preeclampsia, 14 had eclampsia, and 
14 had essential hypertension. The levels of serum 
protein and serum albumin were lower among the 
toxemic patients than in those with normal preg- 
nancy. The fall in these values was more marked in 
preeclampsia than in eclampsia, and greater in the 
severe cases of preeclampsia than in the milder 
ones. The blood uric acid level was raised in pre- 
eclampsia and psia and this finding served to 
differentiate these patients from those with hyper- 
tension. This level was reduced in patients who 
responded to medical treatment. There was no re- 
lation, however, between the level of blood uric 
acid and the development of convulsions. In pa- 
tients with hypertension both blood urea and uric 
acid remained within normal levels and the urea/ 
uric acid ratio was high while this ratio was 
lowered in those with preeclampsia and eclampsia. 
This served as another differentiating factor. The 
blood uric acid level was less in those with 
eclampsia than in those with severe preeclampsia. 
For funduscopy, the patients were divided into two 
groups, those with a blood pressure level below and 
those with a blood pressure level above 160/100 
mm. Hg. 

A series of 100 patients (37 with mild and 63 
with severe hypertension) was studied. Of those 
with mild hypertension 23 patients and of the other 
group 25 patients had no changes in the eye- 
grounds. Of the 10 eclamptics included in this 
study, 4 had no eye changes. Of 32 patients with 
mild preeclampsia, 24 and of 35 with severe pre- 
eclampsia 20 showed no eye changes. Of 23 pa- 
tients with hypertension, 18 showed eveground 
changes. Eyeground changes and retinitis were 
seen in patients with severe toxemia as revealed by 
high blood pressure, severe albuminuria, edema, 


and the need for termination of pregnancy. The — 


series included 11 patients with retinitis showing 
hemorrhage and exudates, 2 in the mild group and 
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9 in the severe group. These cleared under medical 
treatment in nine patients (two mild and seven 
severe) and in the remaining two, pregnancy was 
terminated. 


Urinary and Blood Chemistry and Gestoses.— 
Purandare and Agashe (Journal of Obstetrics and 
Gynecology of India, vol. 9, June, 1959) stated that 
the excretion of all the amino acids was affected 
during pregnancy but all others except histidine 
showed minor changes which were not significant 
statistically. Histidine is not necessary for mainte- 
nance of nitrogen equilibrium but its presence is 
essential for body growth. It increases in amount in 
the presence of an actively growing fetus and the 
weight of the newborn infant varies according to 
the amount available in the mother’s blood. Estima- 
tions of urinary histidine showed that in nonpreg- 
nant women it varied up to 150 mg. in 24 hours 
while in normal pregnancy it ranged from 300 to 
600 mg. The presence of a dead fetus and toxemia 
adversely affected this test. Urinary histidine oc- 
curred in a free and a bound form. The authors 
found that the amounts of free histidine did not 
vary markedly in normal pregnancy and toxemia, 
although the values in toxemia were slightly re- 
duced. The test for free histidine became complete- 
ly negative within 10 days of expulsion of the 
placenta, while its presence depended on the 
existence of a functioning placenta in the body. 
The amount of total histidine was reduced as the 
severity of a toxemia increased. 

Blood urea levels in normal pregnancy showed a 
slight tendency to decrease as pregnancy advanced 
but in toxemia it steadily continued to increase. 
The blood urea figures gradually reached normal 
levels within 10 days of delivery in all patients, 
showing a progressive rise to normal levels during 
normal pregnancy and a progressive fall even be- 
low the normal figures in toxemic patients. The 
blood uric acid level showed a progressive rise from 
2.6 to 3.1 mg. per 100 ml. in normal pregnancy 
from the fourth to the ninth month. The postnatal 
figures did not vary much in normal and toxemic 
patients and readings obtained in patients whose 
pregnancy was complicated by anemia, cardiac 
conditions, or toxemia also did not show significant 
variations from those with normal pregnancy. The 
urea clearance showed a progressive decrease with 
a sudden improvement in the seventh month both 
in those with normal and those with complicated 
pregnancy. The diminution in urea clearance was 
marked as the severity of toxemia increased toward 
term. The values reached normal within 10 days 
after normal delivery. 

In patients with mild toxemia, a sudden improve- 
ment was seen within the first 24 hours of delivery 
which might again have dropped very low and then 
started to rise gradually till the normal level was 
reached within 10 days. The improvement was not 
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so marked in those with severe toxemia but the 
values gradually returned to normal within 10 days. 
Values of blood urea varied inversely with the urea 
clearance. Study of histidine excretion showed an 
increase in the free histidine in urine in normal 
pregnancy from traces in the fourth month to about 
300 mg. in the seventh month, when a sudden peak 
was noted. In patients with mild toxemia, the level 
decreased as pregnancy advanced. No correlation 
was noted between urea clearance and histidine 
excretion. A progressive fall was seen in the post- 
partum period in patients with normal pregnancy, 
approaching zero by the seventh day, and in those 
with mild and severe toxemia it was absent within 
the first 24 hours after delivery. 

Estimations of plasma proteins by paper electro- 
phoresis showed a tendency toward a fall in total 
proteins and albumin in normal and toxemic pa- 
tients. Depending on the severity of the condition, 
the drop was greater the higher the initial level in 
the first half of pregnancy. An increase in globulin 
occurred which varied inversely with the initial 
levels. There was a definite relation between the 
level of serum albumin and the presence of toxemic 
symptoms. A very low serum albumin level in early 
pregnancy indicated a bad prognosis. An increased 
production of total globulins was noted in patients 
with normal pregnancy and preeclampsia, but an 
actual fall in globulin level occurred in those with 
eclampsia. In spite of the fall in total globulin, the 
gamma globulin showed a rise in patients with 
eclampsia. The alpha-1, alpha-2, and beta globulin 
levels increased in patients with normal pregnancy 
and preeclampsia but these showed no rise in those 
with eclampsia although fibrinogen levels were 
increased significantly. 

A rise in fibrinogen was also seen in patients with 
normal pregnancy and preeclampsia but this was 
not so marked as in those with eclampsia. In pa- 
tients with concealed type of accidental hemor- 
rhage, hypofibrinogenemia or actual afibrinogene- 
mia was seen and in those who had placenta 
praevia with bleeding, no such fall was observed. 
Patients with essential hypertension complicating 
pregnancy did not show a rise in fibrinogen. 


Vaginal Cytology.—T. $. Cheema (Journal of Ob- 
stetrics and Gynecology of India, vol. 9, June, 
1959) made vaginal smears of 101 patients with 
erosions, polyps, and ulcers of the cervix. Smear ex- 
amination was followed by biopsy or histological 
examination of the cervix removed at operation. A 
minimum of three smears were studied before a 
report of negative findings was made. Sections of 
the cervix were available for examination in 100 of 
these patients. In 42 patients the sections showed a 
definite carcinoma. The vaginal smear was frankly 
positive for cancer in 40 patients. This included one 
with papilliferous adenocarcinoma of the ovary and 
one with primary carcinoma of the vagina. Four 
patients had negative smears repeatedly, though 
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biopsy definitely showed a carcinoma. Of 57 patients 
with histological findings negative for malignancy, 
3 showed atypical smears. Two had Trichomonas 
infection locally and one had a signet-ring type of 
cell, the biopsy report being acute inflammation of 
the cervix. There were no false-positive smears in 
this series. The smears may have helped in progno- 
sis as happened in two patients whose malignant 
cells were cast off in sheets while in one numerous 
mitotic figures were present. Both patients had a 
rapid downhill course. The author concluded that 
a frankly positive vaginal smear with a clinical 
diagnosis of malignancy calls for immediate treat- 
ment for carcinoma rather than waiting for a biopsy 
report. 


Hydralazine and Reserpine for Preeclampsia.— 
M. K. K. Menon (Journal of Obstetrics and Gyne- 
cology of India, vol. 9, June, 1959) stated that an 
ideal hypotensive drug for preeclampsia should 
lower the blood pressure and maintain it at nor- 
motensive levels throughout pregnancy without 
causing any adverse effects on either the mother or 
the fetus. With this view, hydralazine was given to 
110 and reserpine to 183 patients with preeclampsia. 
Cases of hypertension complicating pregnancy with 
or without superimposed preeclampsia were ex- 
cluded from study. The patients were divided into 
groups with mild (group 1) and severe (group 2) 
manifestations (hypertension, edema, albuminuria, 
headache, visual disturbances, and _ restlessness). 
All were hospitalized and treated with bed rest, 
sedation, salt-poor diet, and acetazolamide for 48 
hours after which hydralazine and reserpine but no 
sedatives were given. Patients in group 1 received 
50 mg. of hydralazine orally at first. The dose was 
increased by 50 mg. daily till the blood pressure 
became normal. This dose was maintained for 48 
hours and then gradually reduced by 50 mg. daily. 

Patients in group 2 did not respond satisfactorily 
to hydralazine by mouth and were therefore given 
the drug intravenously in an initial dose of 20 mg. 
Injections were repeated depending on the re- 
sponse but more than three doses a day were not 
given. Reserpine was given in doses of 1 mg. three 
to six times a day by mouth to patients in group 1. 
Those in group 2 were given the drug parenterally. 
The average dose for these patients was 2.5 to 5 
mg. every 4 to 6 hours but not more than 20 mg. 
was given in 24 hours. Other patients with pre- 
eclampsia treated without these drugs served as 
controls. With oral doses of hydralazine in patients 
in group 1, the response was good in 30% and with 
reserpine the response was good in 60.4%. The fetal 
salvage rate or the rate of induction of labor was 
not reduced by oral doses of hydralazine in these 
patients. It took an average of 8.2 days to get the 
normotensive effect while in the control group this 
interval was 6.2 days. The drop in blood pressure 
was slow and gradual. No untoward symptoms 
were observed. 
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With reserpine also there was no marked im- 
provement in the premature birth rate or the 
perinatal death rate. Of 58 patients receiving the 
drug orally, only one developed eclampsia while 
in the control group 4 mothers died. The average 
time required to reach the normotensive level with 
reserpine was 5.3 days compared with 6.2 days in 
the control group. Seventy patients in group 2 
received hydralazine. Response to oral therapy was 
unsatisfactory. When the drug was given paren- 
terally, the blood pressure started falling steeply 
within about 10 minutes of injection. The maxi- 
mum drop was 55 mm. Hg systolic and 30 mm. Hg 
diastolic; 75% came down to normotensive levels 
within three hours of injection. The hypotensive 
effect lasted 3 to 26 hours. The urinary output was 
adequate in 96%. The drug on the whole was useful 
in controlling blood pressure in these patients and 
both the prematurity rate and the perinatal death 


rate were reduced (16.6% and 13.3%, respectively, . 


compared with 21.3% and 19.3% in the control 
group). One mother in this group developed 
eclampsia. The hypotensive effect with hydralazine 
given intravenously was almost immediate, marked, 
dependable, and lasted the longest of all the hypo- 
tensive therapies given. Side-effects were negligi- 
ble. Tachycardia was constantly seen, 3 patients 
complained of palpitation, 10 had hot flushes, and 
3 had headache and vomiting. . 

With reserpine, no appreciable fall occurred for 
almost 45 minutes after the injection. The average 
time required to reach the normotensive level was 
4.6 hours, the maximum fall observed being 50 mm. 
Hg systolic and 30 mm. Hg diastolic. The urinary 
output was adequate in 90%. The premature birth 
rate and the perinatal death rate were not im- 
proved by reserpine. Two patients developed 
eclampsia. The chief side-effects were drowsiness, 
nasal congestion, gastrointestinal upset, and urti- 
caria. Fifty patients with preeclampsia in labor 
were given reserpine intravenously. They had 
received no hypotensive drugs prior to labor. In 
only 14 was an appreciable fall noted; 21 did not 
respond at all. It took about 45 minutes for the 
blood pressure to drop and the drop was sustained 
for 1.8 hours; 35 needed a second injection after 
4 hours; and 2 developed intrapartum eclampsia in 
spite of the reserpine. 


Hypotensive Drugs and Pregnancy.—O. J. Shah 
(Journal of, Obstetrics and Gynecology of India, 
vol. 9, June, 1959) stated that the intravenous ad- 
ministration of protoveratrine causes a rapid fall in 
blood pressure in hypertensive pregnant women 
which lasts for two or three hours and is at times 
associated with severe vomiting and collapse. Intra- 
venous administration of reserpine, on the other 
hand, causes a relatively smaller reduction of blood 
pressure which occurs after a latent period of about 
2 hours and lasts about 12 hours. A preparation 
causing a rapid and moderate fall of blood pressure 
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lasting for some time and with no side-effects 
should be desirable in pregnant women with hyper- 
tension. The author gave a preparation parenterally 
which combined optimal doses of protoveratrine 
and Rauwolfia alkaloids, for optimal action with 
elimination of undesirable side-effects. This was 
given intramuscularly and the dose was repeated 
after four hours if no fall in blood pressure was re- 
corded by that time. A maintenance dose was given 
when the pressure started rising after 12 to 18 
hours. Blood pressure readings were taken every 
half hour for the first 4 hours, then every 3 hours 
for 12 hours and later three times a day. 

A series of 24 pregnant women with hyperten- 
sion, 17 with preeclampsia, and 7 with hyperten- 
sion complicating pregnancy were thus treated. 
Two patients were given intramuscular injections 
of 50% magnesium sulfate solution to control severe 
convulsions. No other drugs or sedatives were used. 
Five patients with preeclampsia did not respond at 
all to the hypotensive injection. The remaining 
patients responded satisfactorily, the systolic pres- 
sure showing a fall of 5 to 65 mm. Hg and the 
diastolic pressure showing a fall of 15 to 40 mm. Hg 
after the first injection. The action appeared within 
about one hour and the peak was reached within 
four hours. The effect lasted for 12 hours and in one 
patient the reduction was maintained for five days. 
Clinical improvement ran parallel with the blood 
pressure response. The fetal mortality was, how- 
ever, unaffected. Side-effects such as transient gid- 
diness or vomiting were minimal. 


SWEDEN 


Neurological Complications After Myelography.— 
Since no neurological side-effects of myelography 
with 20% methiodal had been reported, Lennart 
Séderberg and co-workers (Acta orthop. scandinav. 
28:220-223, 1959) reported that in the last six 
years myelography with this water-soluble con- 
trast medium was performed about 760 times at 
the Malm6é General Hospital. There were serious 
complications in three patients. After premedication 
with 0.5 ml. of morphine-scopolamine the patient 
was placed on the side to be examined, the head 
of the examination table was raised, and 1 ml. of 
ephedrine was given subcutaneously. Spinal anes- 
thesia was induced, after which 10 ml. of methiodal 
was slowly injected. Lateral, oblique, and postero- 
anterior films were taken with the patient in the 
lateral, semiprone, and prone positions. After the 
examination the patient was kept in bed for eight 
hours with the head of the bed raised. The com- 
plications occurred in three men, aged 43, 39, and 
53 respectively. These complications were obsti- 
nate and regressed but slowly. During a follow-up of 
6 to 24 months, symptoms of varying severity still 
persisted. The question arose whether these com- 
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plications might have been due to the contrast 
medium as such, to hypersensitivity, to incomplete 
anesthesia (epidural deposition), or to the spinal 
anesthetic agent. The authors concluded that since 
myelography was so valuable in the exact diagnosis 
of disk protrusion when an operation was indicated 
and since methiodal was the best contrast medium 
available for this purpose, that this method was 
justified despite the slight risk of complications. 


Diaphragmatic Mobilization.—Although the need 
for a space-diminishing procedure after pulmonary 
resection for tuberculosis has decreased greatly in 
the last two years, many patients are still seen for 
whom a space-diminishing operation is indicated. 
V. O. Bjork (Acta chir. scandinav. 117:18-26, 1959 ) 
believes such an operation is indicated when (1) 
more than one lobe is resected, (2) there is bilat- 
eral widespread tuberculous infiltration, (3) resec- 
tion is performed for tuberculous empyema, and 
(4) resection with decortication is performed on a 
patient who previously had a pneumothorax and in 
whom the remaining pulmonary tissue is too fibrot- 
ic to fill the space. A pilot study was made with 
various types of resection in 17 cases, and none 
of the patients died. No special complications oc- 
curred. Diaphragmatic mobilization and resuturing 
at a higher level gave results described as follows: 
In two patients in whom this operation was per- 
formed in conjunction with left pneumonectomy 
after a preliminary apical four-rib or five-rib thora- 
coplasty, an excellent result was obtained. The 
mediastinal hernia from the right side was small. 
Although the diaphragmatic operation is preferred 
in such patients to a total thoracoplasty, the same 
result would probably be obtainable by cutting the 
phrenic nerve, which is a much simpler procedure. 

In a patient with the diaphragmatic operation 
and right upper lobectomy 32% of the total oxygen 
uptake postoperatively occurred on the right side. 
This value is within the range of 27 to 49% oxygen 
uptake found in a group of 15 patients reported on 
two years ago who had right upper lobectomy and 
osteoplastic roof thoracoplasty. The ipsilateral ven- 
tilation likewise was 32%, which, however, was 
less than that found after osteoplastic thoracoplasty 
(37 to 69%, mean 50%). After resection of the right 
upper and middle lobes and diaphragmat ty 
the dislocated right lower lobe did not function. 
The same observation was made after resection of 
the left upper lobe plus the superior segment of the 
left lower lobe. In both of these patients who had 
complete loss of function despite a mobile dia- 
phragm, no oxygen uptake or ventilation could be 
demonstrated on the treated side and there were 
clinical signs of stenotic breathing. Bronchography 
showed that when the remaining basal segments 
were dislocated to the apex of the thorax by the 
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new position of the diaphragm, the bronchus was 
distorted and kinked in such a way as to make 
ventilation impossible. 

In a patient with right lower and middle lobe 
resection and diaphragmatoplasty the ipsilateral 
functicn (27% oxygen uptake) was as good as aft- 
er osteoplastic thoracoplasty (24 to 25%) or con- 
ventional upper thoracoplasty (23 to 26%). The 
ventilation (33%) was also as good as after other 
space-diminishing procedures (34 to 39% ). After re- 
section of the apicoposterior and anterior segments 
of the left upper lobe and diaphragmatoplasty, the 
ipsilateral oxygen uptake (25 to 29%) was similar 
to that found after this resection plus osteoplastic 
thoracoplasty (27%). The ventilation of 11 to 18% 
after the diaphragmatic procedure, however, was 
significantly lower than the 27% registered after 
left-sided osteoplastic thoracoplasty. The cosmetic 
result was excellent. Of 17 patients 16 had no 
postoperative abdominal symptoms and one com- 
plained of eructation. 

Bjork concluded that the diaphragmatic opera- 
tion could be used only after resection of the basal 
portions of the lung, then the remaining function 
would be as good as after other procedures, and, 
while osteoplastic thoracoplasty was the preferred 
technique to diminish the thoracic cavity, the dia- 
phragmatic operation was not recommended. 


Coagulation and Extracorporeal Circulation.—Nils- 
son and Swedberg (Acta chir. scandinav. 117:47-54, 
1959) studied the coagulation in 17 patients sub- 
jected to cardiac operations with extracorporeal cir- 
culation using a bubble pump-oxygenator. This ob- 
servation was prompted by experiments on dogs 
in which extracorporeal circulation was often found 
to be accompanied by diffuse fatal hemorrhages, 
and coagulation studies from some of these animals 
showed that extracorporeal circulation was fol- 
lowed by fibrinolysis. Plasmin activity in the blood 
was regularly increased during the operation. In 
some of the patients plasmin activity was increased 
even before perfusion. Independent of the presence 
or absence of plasmin activity before perfusion, the 


activity regularly increased during perfusion. The 


fibrinogen concentration decreased from an aver- 
age of 0.29% before to 0.13% after perfusion. At the 
same time a marked decrease was noted in the 
antihemophilic globulin (AHG) and factor V val- 
ues. The plasminogen and proactivator content de- 
creased. The drop in the prothrombin and hemo- 
philia B factor was only moderate during perfusion. 
The thrombocyte count regularly decreased but not 
below 98,000 per cubic millimeter. 

The fibrinolysis observed in these patients and 
the subsequent drop in fibrinogen might be regard- 
ed as moderate. A contributory cause might be the 
activation of the fibrinolytic system being limited 
to such a short period. It should be emphasized 
that fibrinolytic activity alone does not necessarily 
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cause hemorrhage. On the other hand fibrinolytic 
activity and the hypofibrinogenemia in combina- 
tion with such other coagulation defects as throm- 
bocytopenia, AHG-deficiency, and factor V defi- 
ciency, may be contributory factors in the causation 
of bleeding. The fibrinolysis was therefore regarded 
as sufficient to indicate fibrinogen therapy. 

All of these patients received fibrinogen in vary- 
ing amounts (2 to 15 Gm.) after the perfusion. 
There was no evidence of bleeding except in one 
patient who incurred a cerebral injury during the 
operation and at the same time developed striking- 
ly high plasmin activity. After administration of 15 
Gm. of fibrinogen the hemorrhage decreased. As 
slight fibrinolytic activity occurs during most sur- 
gical operations, a study was made of the blood for 
changes in coagulability during 14 operations on 
the lung and heart for comparison. Increased plas- 
min activity was demonstrable in the blood during 
these operations, but the increase was less than in 
those for whom extracorporeal circulation was 
used. The decrease in fibrinogen, like that in the 
other coagulation factors was also much less than 
that noted during extracorporeal circulation. 

The authors concluded that fibrinolysis during 
extracorporeal circulation was most pronounced in 
those patients with the most pronounced metabolic 
disorders (pH-decrease, CO,-increase, lactic acid 
increase, and potassium decrease ) and in whom the 
blood pressure could not be maintained. The cause 
of fibrinolysis during extracorporeal circulation is 
not properly understood, but it may be due to such 
contributing factors as released activators from in- 
jured tissues in the same way as in other major op- 
erations, and the metabolic changes are also prob- 
ably significant. 


Plasma-Heparin Concentration.— Extracorporeal cir- 
culation is made possible by rendering the blood 
incoagulable with the aid of heparin. As a rule the 
patient is given 1.5 to 3 mg. of heparin per kilo- 
gram of body weight and to the blood that is used 
for filling the heart-lung machine 15 to 30 mg. per 
500 ml. of donor blood is added. As it seemed from 
earlier experiments that at the lower heparin dos- 
age there was some initiation of coagulation and 
it was thought by Ake Senning (Acta chir. scandi- 
nav. 117:55-59, 1959) that this might give rise to 
disturbances of coagulation, plasma-heparin de- 
terminations were made. Each of 13 patients was 
given citrated blood before and after extracorporeal 
circulation. The patients received 4 mg. of heparin 
per kilogram of body weight just before the per- 
fusion cannulas were inserted. The donor blood 
which was used to fill the heart-lung machine con- 
tained 13 mg. of heparin in 50 ml. of 5% dextrose 
solution per 450 ml. of blood. When perfusion had 
been terminated and the heart had taken over the 
circulation, 15 mg. per millimeter of protamine 
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chloride was injected in two or three divided doses 
to give a coagulation time of seven minutes or less. 

After perfusion 1 Gm. of fibrinogen was also 
given. After administration of 4 mg. of heparin per 
kilogram of body weight the concentration of hep- 
arin in the plasma ranged from 7.6 to 4.6 I. U. per 
milliliter. During the preparatory phase of the op- 
eration these readings fell by a mean of 1.8 I. U. 
per milliliter per half hour; 15 mg. of heparin in 
50 ml. of 5% dextrose solution added per 450 ml. 
of donor blood produced an average plasma-hepa- 
rin concentration of 4.5 I. U. per millimeter. During 
extracorporeal circulation the plasma-heparin read- 
ings fell by a mean of 0.6 I. U. per milliliter per 
hour. The author concluded that 4 mg. of heparin 
per kilogram of body weight was a suitable dose; 
15 mg. of heparin in 50 ml. of 5% dextrose solution 
seemed to yield somewhat too low a plasma-hep- 
arin concentration. If the preparatory phase before 
by-pass was long or if perfusion was protracted, ad- 
ditional heparin should be given to reduce the risk 
that coagulation would be initiated by heparin 
elimination. Heparin rebound did not seem to occur 
in the period immediately after neutralization of 
heparin with protamine. 


Tetralogy of Fallot.—Among persons with congen- 
ital anomalies consisting of pulmonic stenosis co- 
existent with ventricular septal defect, all grades 
may be found, from slight stenosis with large left- 
right shunt and possibly elevated pulmonary ar- 
terial pressure to severe stenosis producing right- 
left shunt with a small pulmonary arterial flow and 
low pressure. It would further seem that during the 
years of growth the pattern may alter so that left- 
right shunt may decrease in size and gradually be 
transformed into a right-left shunt, at first during 
exertion and later at rest. Ake Senning (Acta chir. 
scandinav. 117:73-81, 1959) reported a series of 27 
patients with ventricular septal defect, pulmonic 
stenosis, and right-left shunt who were subjected 
to open correction of the defects, using extracor- 
poreal circulation. Five had already undergone 
shunting operations and two had had the Brock 
operation. 

Among the 20 in whom the open-heart operation 
was the primary measure there were four deaths. 
In all of the fatal cases there was an anomalous 
coronary artery crossing the infundibulum in the 
right ventricle. One of the patients who underwent 
reoperation after palliative anastomosis died of sep- 
ticemia. The mortality in patients primarily treated 
with open-heart correction is somewhat higher than 
the primary mortality in shunting operations, but 
it may be expected to fall as experience is gained. 
In the present series anomalous coronary arteries 
traversing the infundibular stenosis prevented ade- 
quate enlargement of the outflow tract in three pa- 
tients and these patients died. A systolic murmur 
was still audible in most of the survivors when last 
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seen. Catheterization, however, revealed no _per- 
sistent defects of hemodynamic significance. The 
author concluded that open operation was appro- 
priate for Fallot’s tetralogy. Patients who had pre- 
viously undergone palliative shunting operations 
should also be considered for an open operation. 


Pulmonary Stenosis.—During 1,000 consecutive 
heart catheterizations performed at the Pediatric 
Clinic of Karolinska Hospital 72 patients were 
found to have pulmonary stenosis. Of these, 28 pa- 
tients were operated on. In selecting patients for 
operation, a right ventricular systolic pressure of 75 
mm. Hg was generally considered the boundary 
line separating the mild from the moderately severe 
types of stenosis. Patients with levels above this 
showed marked clinical impairment of physical 
capacity, marked electrocardiographic evidence of 
right ventricular hypertrophy and strain, or both. 
Danae Ikkos ( Acta chir. scandinav. 117:82-88, 1959) 
reported that three types of operations were used; 
19 patients were operated on by Brock’s transven- 
tricular approach, 7 by the transpulmonary artery 
method, and 2 were operated on for relief of an iso- 
lated infundibular stenosis by infundibulectomy, 
one by the transventricular, and one by the open 
approach. 

Two of the 28 died in connection with the op- 
eration. One of these had severe decompensation 
and the other had an associated large atrial septal 
defect, undiagnosed before the operation. Of the 
remaining 26 patients 25 were reexamined post- 
operatively. Cardiac catheterization was performed 
on all 25 and angiocardiography on 10. All showed 
a postoperative decrease in the systolic pressure of 
the right ventricle (RVP). The typical stenotic mur- 
mur which preoperatively showed a peak in either 
mid or late systole changed in both position and 
character. In electrocardiography a statistically sig- 
nificant reduction in the degree of axis deviation 
was observed postoperatively, with most returning 
to normal values. Correlative signs of right ventric- 
ular hypertrophy also showed regression toward 
normal values after operation. Although the heart 
volume was in most patients within the normal lim- 
its preoperatively, the operation resulted in a de- 
crease of the heart volume in these. This decrease 
was more pronounced in patients with a cardiac 
enlargement preoperatively. 

The author concluded that it was of interest that 
when the data reported by the different operation 
groups were taken together there was a_ highly 
significant correlation between the preoperative and 
postoperative systolic RVP. This finding showed 
that the selection of the time for operation might 
be of more importance than the operative tech- 
nique used and that ideal results might not be 
uniformly obtainable by any method in patients 
with severe and prolonged right ventricular hyper- 
tension. 
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Open Versus Closed Treatment of Pulmonary Ste- 
nosis.—V. O. Bjork (Acta chir. scandinav, 117:97-101, 
1959) reported a series of 21 patients operated on 
for relief of pulmonary stenosis. These patients 
had an intact ventricular septum. Those with a 
RVP of 80 mm. Hg or more were accepted for op- 
eration. The highest RVP encountered was 170 mm. 
Hg in a 3%-year-old child. The average systolic 
pressure in the right ventricle was 116 mm. Hg. 
Seven patients were operated on with the trans- 
ventricular (Brock) method, 4 with a closed trans- 
arterial (Séndergaard) method, and 10 with an 
open transarterial ( Bjérk) method using inflow oc- 
clusion in normothermia. It was found that the 
S6ndergaard method was unsuitable for small chil- 
dren. The author had to improvise the third method 
and found it to be such an easy technique that he 
has used it in preference to the others ever since. 
There were no deaths in the whole series. 

Bjork considered open valvotomy in normothermia 
technically easier to perform in all age groups than 
the other operations. The anatomic result was far 
superior. The time limit allowed is adequate if no 
unnecessary procedures are undertaken. Perfusion 
of oxygenated blood is better omitted as being un- 
necessary. No clamps should be applied to the 
aorta or peripherally to the pulmonary artery. An 
interval of 15 seconds should be allowed after the 
inflow occlusion before the clamp over the incision 
is removed. The field is then dry and no time is 
lost in suctioning blood. When the clamp is re- 
applied over the incision after the valvotomy, it is 
better to fill the right ventricle and pulmonary ar- 
tery with dextrose solution than to release the vena 
cava. This was done once but the forceful ejection 
of blood from the hypertrophied right ventricle 
made it impossible to place the clamp over the in- 
cision and another inflow occlusion had to be made 
for this purpose. This was the case with the longest 
occlusion, i. e., 2 minutes and 30 seconds, where 30 
seconds were lost for the second inflow occlusion and 
reapplication of the clamp over the incision. When 
this technique is followed in detail its performance 
requires no more than two minutes. Hence hypo- 
thermia is unnecessary. After the inflow occlusion 
is made it takes about 20 minutes before the sys- 
temic blood pressure reaches zero. Once the caval 
occlusion is released normal blood pressure is 
reached within 5 seconds. 


Constrictive Pericarditis.—Different types of acute 
pericarditis have long been regarded as precursors 
of the constrictive form. Tuberculous pericarditis 
was formerly associated with a mortality approach- 
ing 90%. Purulent pericarditis was almost always 
fatal unless drained surgically. The rheumatic 
forms were only part of a disease in which the myo- 
cardial and endocarditic processes were of fore- 
most importance. Another question was whether 
or not rheumatic pericarditis led to the chronic 
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constrictive form. Lennart Johansson (Acta chir. 
scandinav. 117:104-107, 1959) reported on the ex- 
perience gained from more than 50 patients with 
constrictive pericarditis of whom 50 had hitherto 
been treated surgically. The postoperative mortal- 
ity in the series was six, and one late death was due 
to progressive pulmonary tuberculosis. The first 38 
patients to be treated were followed up as com- 
pletely as possible. All of the deaths occurred in 
this group, leaving 31 patients for long term fol- 
low-up. Of these, 27 had resumed occupations vary- 
ing in strenuousness from tree-felling to domestic 
tasks. Cardiac catheterization of these 27 patients 
showed conditions to be normal in 22, but further 
examination including pulmonary function, roent- 
genograms, and electrocardiography left only 3 
patients with fully normal findings. 

The author concluded that the cause of chronic 
constrictive pericarditis was usually infectious. Tu- 
berculosis predominated among the infections lead- 
ing to the condition. The portion of the heart of 
greatest importance from the standpoint of hemo- 
dynamics was best approached by a left thoracot- 
omy. The wish to free the left ventricle first was 
founded on angiographic observation that the left 
ventricle was usually of normal or less than normal 


size while the right was enlarged. Consequently, 


the inability of the left ventricle to receive a suff- 
cient amount of blood was one of the major factors, 
and it followed that this portion of the heart should 
be freed first. The decortication of the right ven- 
tricle should be accomplished next. 


Pericardiectomy for Constrictive Pericarditis.—Acute 
pericarditis leads in most patients to adhesion of 
the pericardial layers which produces no clinical 
symptoms and is usually detected only at autopsy, 
but, in a relatively small number of patients, chron- 
ic constrictive pericarditis may develop after a 
widely varying period of latency. This is marked 
by adhesion and dense fibrous thickening of the 
pericardial layers which are not infrequently calci- 
fied to a hard husk hindering the normal function 
of the heart. Surgery must then be considered. 
Arne Malm (Acta chir. scandinav. 117:116-123, 
1959) reported that pericardiectomy was performed 
on a series of 15 patients. While tuberculosis is gen- 
erally held to be the most frequent cause of con- 
strictive pericarditis, evidence of tuberculous caus- 
ation was present in only three of these patients; 
in three others the origin was almost certainly 
rheumatic, and in four the condition was a sequel of 
acute nonspecific pericarditis. In the largest group 
comprising the remaining five patients, the etiolog- 
ical factor was wholly unknown. 

Attention was drawn to the diagnostic value of 
cardiac catheterization with its characteristic pres- 
sure changes. Angiocardiography elicited nothing 
of diagnostic value. The aim of surgery should be 
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total pericardiectomy, but the desire for radical 
measures in the individual patient should be 
weighed against the dangers of resecting a firmly 
infiltrating and calcified pericardium from a poorly 
functioning and thin-walled myocardium. This series 
included two primary and three late deaths. Of the 
remaining patients, four were improved, two much 
improved, and four became subjectively and ob- 
jectively asymptomatic. Preoperative atrial fibrilla- 
tion, high-grade hypoproteinemia, and symptoms of 
long duration were unfavorable prognostic signs 
from the surgical standpoint. Calcification of the 
pericardium was found to be of minor importance. 
The author concluded that a patient with constric- 
tive pericarditis combined with atrial fibrillation 
and high-grade hypoproteinemia, in whom the 
symptoms were of several vears’ duration, was a 
poor surgical risk. Operations for constrictive peri- 
carditis should be performed early in the course 
of the disease, before the progressive myocardial 
atrophy and liver insufficiency become irreversible. 


Closed Versus Open Treatment of Septal Defects. 
—V. O. Bjork (Acta chir. scandinav. 117:166-173, 
1959) reviewed a series of 47 operations for atrial 
septal defects. The circular suture method was used 
in 23 patients. There were no deaths in this group. 
Atrioseptopexy was used on one patient with a high 
defect and abnormal venous return. It was attempt- 
ed on another patient but was abandoned, as a 
circular suture was found to cause less obstruction 
to the superior vena cava. Open closure with the 
aid of a heart-lung machine was used on three pa- 
tients. One of these died from pulmonary compli- 
cations and another developed sternal osteitis. The 
perfusion time varied between 9 and 19 minutes. 
Bjérk abandoned this method, however, as_ the 
results were so much better when closure was per- 
formed under hypothermia. 

Twenty uncomplicated atrial septal defects of 
the secondary type were operated on with no deaths 
by use of open closure with the aid of hypothermia 
and coronary perfusion of oxygenated blood. One 
15-month-old child who had a secondary defect 
complicated by fibroelastosis of the left ventricle 
died two days after operation from failure of this 
ventricle. The advantage of coronary perfusion is 
twofold: it diminishes the risk of ventricular fibrilla- 
tion and it prevents air embolism. The circular su- 
ture method was found to be the best of the closed 
methods. Open closure with the aid of hypothermia 
and coronary perfusion was, however, regarded as 
the operation of choice for all patients. Complete 
closure was most easily obtained under direct vi- 
sion. Anomalous venous return was more conven- 
iently dealt with when the approach was open. 
Mortality was not increased by the use of hypo- 
thermia and an open technique. 
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CORRESPONDENCE 


PERSONAL EXPERIENCE WITH 
SOCIALIZED MEDICINE 


To the Editor:—Time is the only factor that dis- 
tinguishes the two systems of socialized medicine, 
namely, that system immediately identifiable as 
socialized medicine, authorized by legislature, with 
establishment of public institutions and bringing 
into effect laws controlling its practice, as is now 
the case in Great Britain, and the system of dis- 
guised socialized medicine, which is supported by 
legal regulations and masked by a_ network of 
seemingly private committees and insurance com- 
panies. The administration of the social medical 
laws is transferred to these organizations, which 
then possess legal status. For many years I gained 
experience with the second type of socialized med- 
icine in the Netherlands. This type is far better 
adapted to delude the medical profession than is 
identifiable socialized medicine. 

About the turn of the century in the Netherlands 
there existed the so-called physician funds, found- 
ed and conducted by private physicians. Guided 
by humanitarian instincts, they provided medical 
care to low-income groups for a negligible weekly 
premium. These private institutions, scattered over 
the country, did not have any mutual relationship. 
Gradually they were taken over and incorporated 
by private insurance companies. Many unsuspect- 
ing physicians were pleased, because their admin- 
istrative burden was removed. Up to the time of 
the German occupation of the Netherlands, the 
income from private practice was generally greater 
than the income paid by the insurance companies. 
The Nazi regime imposed compulsory socialized 
medicine in the Netherlands, but in a limited 
degree. After the liberation the successive social- 
istic governments maintained all these regulations, 
gradually increasing their spectrum. At first every 
employee and his family earning less than 2,500 
guilders ($700) a year was compelled to register 
for medical care. The premium was withheld from 
the wages, and at the same time a premium paid 
by the employer was added. The income limit was 
increased to 3,400 guilders ($900) a year and, step 
by step, from year to year, the limit of compulsory 
insurance was raised and is now 6,900 guilders 
($1,800). Entire groups of employees, sailors, of- 
ficials, and the aged were added piecemeal to this 
insured category, but never at the same time. At 
present about 95% of the population is compelled 
to accept socialized medicine by this subtle, in- 
direct mechanism. 


Compromise of Quality of Medical Care 


Under socialized medicine the unlimited avail- 
ability of medical care, treatment, and preventive 
medicine entails overcrowded waiting rooms and 
waiting lists for nonemergency hospital treatment. 
There is no time for a skillfully taken history and 
an adequate examination. Under this system a con- 
scientious physician will attempt to salvage his 
responsibility by referring serious cases to a spe- 
cialist. As a result of this situation the aforemen- 
tioned committees have compelled the physician to 
refer no more than the average referring rate of the 
area of their jurisdiction, at the risk of a financial 
penalty subtracted from his professional insurance 
income. 

The rising cost of drugs and diagnostic proce- 
dures requires a continuing increase of premium 
payments. Another semiofficial committee is ap- 
pointed to arbitrarily compose a list of drugs which 
the physician must choose from. This committee 
also specifies how much of any drug a physician 
may prescribe. A drug not mentioned in this list 
cannot ordinarily be prescribed, even if the patient 
is willing to pay for it. Infringement of this rule 
is punishable by subtracting the cost of the drug 
from the physician's income. 

Another rule is, if the average cost of prescrip- 
tions of a physician is over 10% of the average 
cost of prescriptions in the area, this excess shall 
be subtracted from his income. A host of officials 
and offices are needed to calculate this material. 
The committees and insurance companies maintain 
the fiction that every drug deemed necessary by 
the physician can be prescribed. To preserve the 
fiction of this system another committee is ap- 
pointed to evaluate requests for prescriptions of 
unlisted drugs. Because these committees meet 
usually once a week, most physicians refrain from 
the red tape of such detailed written documenta- 
tion. Every Dutch physician swears before obtain- 
ing his license that he will practice medicine to 
the best of his ability and knowledge. Thus he is 
in continual conflict with his professional and moral 
conscience. 


Dangers to the Physician 


The insufficient time available for each patient 
leads to the treatment of symptoms only, so a truly 
serious illness is often recognized too late. To earn 
a living a physician is forced to treat an excessive 
number of patients on a quantity rather than a 
quality basis. A fixed sum is paid quarterly for each 
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patient. Each patient obtains the right of unlim- 
ited house and office calls. Because most condi- 
tions seen are not serious, there is a tendency to 
see each complaint as a trivial or temporary ail- 
ment. Most Dutch physicians, therefore, believe 
that they are handicapped in the performance of 
their duties. Attempts by physicians to limit the 
number of house and office calls by requiring a 
small fee for each visit (so-called limiting ticket) 
have failed, because the rights given to the patient 
by the law could not be compromised. 


Warning to the Medical Profession 


I am now practicing in the United States, and I 
feel it my duty to make known this information on 
socialized medicine. The insidious, step-by-step, 
intrusion of socialized medicine into our private 
practice causes less resistance on our part than 
the abrupt transition such as that which occurred 
in England. I am convinced that, if the individual 
American physician becomes aware of these dis- 
guised dangers, he will resist the intrusion of so- 
cialized medicine by all available means. The 
unity shown by Dutch physicians, during the Ger- 
man occupation, against the compulsory Nazi phy- 
sician’s organization proves that even a _ reckless 
enemy cannot force his will on a united medical 
profession. Unfortunately the disunity created 
among Dutch physicians, particularly among their 
leaders, concerning the introduction of social med- 
ical laws after the liberation, has caused a situation 
from which one can escape only by emigration. | 
am grateful to be privileged to practice medicine 
in America today. I trust, it will not be again a 
case of “too little and too late.” 


“Un homme averti en vaut deux.” 


Jacosus H. Vernave, M.D. 
112 E. Fourth St. 
Portales, N. Mex. 


POSTOPERATIVE SIGN OF SILENT 
MYOCARDIAL INFARCTION 


To the Editor:—The article “Cold Foot—Postoper- 
ative Sign of Silent Myocardial Infarction,” by 
Dr. Nathan Frank, in THe Journat, July 4, 1959, 
page 1147, deserves comment. Dr. Frank states: 
“The purpose of this paper is to describe a syn- 
drome that has not been previously reported.” The 
occurrence of a cold foot postoperatively is not a 
syndrome, nor is it a sign of anything except pos- 
sible interference with the circulation to that par- 
ticular extremity. Dr. Frank mentions the numerous 
sources of emboli which may cause vascular occlu- 
sion in a distal vessel. To these should be added 
thrombosis in situ and selective vasoconstriction 
without “organic” cause. 
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No electrocardiograms were taken preoperatively 
and no mention is made of serial changes in trac- 
ings subsequent to those illustrated. This would be 
particularly important in case 3, since the tracing 
illustrated is quite typical of those seen in pul- 
monary infarction, which the patient soon was 
proved to have. The tracing in case 2 shows marked 
T-wave negativity without reciprocity and without 
Q waves. Such a pattern could be seen in a host of 
myocardial diseases and extracardiac conditions. 
Among the latter is severe anemia, which this pa- 
tient was proved to have a few months prior to 
surgery (Durham: Delaware State M. J. 19:132 
[July] 1947). If a recent nontransmural infarction 
had occurred, a mural thrombus would be unlikely. 
The electrocardiogram in case 1 does illustrate an 
anterior wall infarction, but no proof of its recency 
is offered. 

Correlative evidence of acute myocardial infarc- 
tion by transaminase levels and sedimentation rates 
is not offered. All the patients are said to have 
recovered “uneventfully”; yet no mention is made 
of the fate of the involved leg. Did oscillometric 
readings and pulses return to the preoperative 
state? Last, a routine postoperative electrocardio- 
gram in the recovery room is not justified. 

Dr. Frank has correctly stressed the importance 
of watching the legs in the postoperative period 
and remembering that silent myocardial infarctions 
do occur at this time, but to associate these occur- 
rences in a new syndrome is unwarranted. 


J. Ricnarp Durnam, M.D. 
623 Delaware Ave. 
Wilmington 1, Del. 


To the Editor:—1 have read the article in THE Jour- 
NAL, July 4, 1959, page 1147, by Dr. Nathan Frank, 
describing the cold foot as a postoperative sign of 
silent myocardial infarction. This would be an 
interesting observation if adequately substantiated. 
However, it is wise to exhibit caution on interpreta- 
tions of such a positive sign without adequate 
pathological explanation of its pathogenesis. It 
would be tragic, indeed, if patients were not given 
the benefit of embolectomy or other definitive treat- 
ment directed at the extremities on the assumption 
that this could be due in some unexplained way to 
silent myocardial infarction. 

It is difficult to adequately interpret electrocar- 
diograms from small reproductions such as those 
that accompany this article. However, after close 
scrutiny, I feel that in case 1 an anteroseptal in- 
farction is certainly apparent, but I do not believe 
that its age can be determined from this tracing. 
In case 2 the electrocardiogram appears to show 
results more consistent with those of myocarditis 
or pericarditis; I can see no positive evidence of an 
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infarction on this tracing. In case 3, likewise, no 
good positive evidence of posterior infarction is 
shown by the electrocardiogram; in fact it is more 
consistent with an impression of pulmonary infarc- 
tion. This impression is further substantiated by 
later clinical and roentgenographic evidence of 
pulmonary infarction. 

I agree that preoperative electrocardiograms are 
of inestimable importance in evaluating situations 
of this type, but I do not believe that sufficient evi- 
dence has been presented in this paper to permit 
these observations to be classified as a syndrome. 


LEONARD A. KLEINMAN, M.D. 
9710 Garfield Blvd. 
Garfield Heights 25, Ohio. 


To the Editor:—In the July 4 issue of THE JouRNAL 
appears an article by Dr. Nathan Frank which 
describes a new sign of silent myocardial infarc- 
tion, namely, the postoperatively cold foot. Dr. 
Frank should be commended for his keen clinical 
observation and his interesting presentation of the 
cases. However, in studying the tracings presented 
in his article, I noticed the presence of negative 
T waves but the complete absence of the corre- 
sponding Q waves or S-T segment changes which 
are necessary in conservative interpretation of 
acute myocardial infarctions. T-wave changes only 
were well documented in different clinical condi- 
tions, i. e., stress, coronary insufficiency, pericardi- 
tis, electrolytic imbalance, severe infections, and 
even glucose infusion. Since Dr. Frank admits 
“that the only evidence of myocardial infarction 
was electrocardiographic,” I wonder if any addi- 
tional electrocardiograms were obtained with fur- 
ther evidence of myocardial infarction. 


SAMUEL STERN, M.D. 
1010 E. Belvedere Ave. 
Baltimore 12. 


REACTIONS TO POISON IVY EXTRACT 


To the Editor:—Swarts and Rourke (J.A.M.A. 
170:1409 [July 18] 1959) maintain that the self- 
administration of Aqua Ivy tablets for prophylaxis 
of Rhus dermatitis is hazardous. Four members of 
one family developed cutaneous reactions after one 
tablet on three alternate days, and another patient 
developed purpura and joint swelling after a sim- 
ilar dose. 

I dissent strongly from the above-mentioned in- 
crimination of Aqua Ivy as the cause of these re- 
actions. Although I believe that this agent is not 
very helpful in prophylaxis, I am even more certain 
that it is essentially harmless. In my experience, 
Aqua Ivy is a weak antigen. None of my patients 
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has complained of untoward effects when the tab- 
lets are used in the prescribed way. Lack of side- 
reactions is the outstanding quality which separates 
Aqua Ivy from the more potent Rhus allergens that 
I have studied experimentally (A.M.A. Arch. 
Dermat. 78:47 [July] 1958). Furthermore, large 
doses of strong Rhus allergens did not produce 
joint pains and petechiae. Swarts and Rourke cite 
my article to document their remark that the use 
of Rhus extracts may damage the kidneys, but my 
discussion emphasized the very opposite, that there 
was no good evidence of kidney damage from the 
reasonable use of Rhus extracts. 

That four members of one family should sud- 
denly develop side-reactions after taking only three 
tablets when thousands of patients have completed 
an entire course of 200 tablets without complaint 
is highly improbable. Did the members acquire an 
old fashioned case of poison ivy dermatitis after a 
family picnic? “Guilt by association” is as much 
a problem in medical science as in politics. 


ALBERT M. KLiIGMAN, M.D. 
University of Pennsylvania 
University Hospital 
Philadelphia 4. 


To the Editor:—Dr. Kligman’s skepticism is appre- 
ciated. Before reporting these cases careful evalu- 
ation of data forced us to conclude that Aqua Ivy, 
AP, was the offending agent. The reactions were so 
severe that further administration of Aqua Ivy, 
AP, for absolute proof, was deemed dangerous. 
Experience has taught us that any complex chem- 
ical given as a drug eventually will produce some 
reactors. Never, before the over-the-counter dis- 
tribution of Aqua Ivy, AP, has there been such 
mass exposure to an antigen. Dr. Kligman states 
that there was no good evidence of kidney damage 
from the reasonable use of poison ivy extracts, but 
in the summary of his fine article (A.M.A. Arch. 
Dermat. 77:149 [Feb.] 1958) he states, “The unus- 
ual consequence of Rhus dermatitis includes eosin- 
ophilia, kidney damage, etc.” If we produce ivy 
dermatitis by oral administration of poison ivy ex- 
tract, as took place in one of our patients, then 
sooner or later, with the widespread use of the 
antigen, there are going to be unfortunate inci- 
dents. These cases did not follow a family picnic. 
“Old-fashioned poison ivy” shows no joint symp- 
toms and purpura. Connecticut’s April is a poor 
month for family picnics. We believe that it is 
hazardous to give any antigen to the general popu- 
lation without medical supervision. 


B. Swarts, M.D. 
Warwick Towers 
Greenwich, Conn. 
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THE LEISURE CORNER 


THE PIPE COLLECTOR 


The immortal Sherlock Holmes, favorite fiction- 
al detective of thousands of doctors, had a charac- 
teristic appearance which included a cape, a deer- 
stalker hat, and a smoking, curved pipe. The pipe 
served Holmes as a silent companion, as it has 
countless generations of devotees. Its early begin- 
nings make an interesting story. 

The pipe was known to Europeans even before 
the introduction of tobacco. Evidence to this effect 
has been obtained as a result of many archaeologi- 
cal excavations. For example, the ancient Celts 
smoked aromatic herbs in iron pipes of their own 
making, and the early inhabitants of Holland, Ire- 
land, Italy, Germany, and Russia left behind pipes 
made of iron, terra-cotta, and earthenware. Pipes 
were used in Europe for smoking medicinal herbs 
for many years before Europeans learned about 
smoking tobacco. Pleasure smoking on an increas- 
ingly wide scale began with the American Indians 
who introduced pipes to the white men. The In- 
dians smoked a ceremonial pipe, with a bowl made 
of red sandstone, called a peace pipe or calumet. 
The tobacco pipe was introduced to Europe in 
1586 by Sir Ralph Lane, commander of a group 
of colonists in Virginia, who dispatched a pipe to 
Sir Walter Raleigh. Pipe smoking soon became 
popular. Under Louis XIV, whose military victories 
sent French soldiers into adjoining countries where 
smoking a pipe was an established custom, the fad 
spread throughout France. In Casanova’s memoirs, 
he speaks of his pipes almost as fondly as he does 
of his women. 

The 17th and 18th centuries brought the vogue 
of the pipe into popular and general use, and 
also into casual conversation. History tells us that 
LaSalle, one of Napoleon’s courageous cavalry 
leaders, always entered battle with a pipe held 
firmly between his teeth. It is related that he once 
captured an enemy general who refused to sur- 
render his meerschaum pipe. LaSalle, however, 
“marched back to camp with the pipe and its own- 
er.” Soon thereafter, many of Napoleon’s generals 
created a fad—collecting pipes. Napoleon would re- 
fer to these pipe collections as his arsenal of pipes. 

The use of the pipe has not always been re- 
stricted to the smoking of tobacco. The truth is 
mankind has always seemed to smoke something. 
Coltsfoot was once smoked as a_ sedative for 
coughs, and asthmatic patients have puffed away 
at pipes to relieve their attacks. The pipe-smoking 
custom has extended to the Pacific islands, India, 
Siberia, Peru, Bolivia, Turkey, and China. Their 
inhabitants smoke pipes filled with fungus, cocoa, 
hashish, opium, and a species of hemp, tea, laven- 
der, aniseed, hops, and sunflower seed. Hindus, 
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whose pipe-smoking habits are supposed to be 
more refined than others, mix all sorts of products 
in their pipes—sugar, nutmeg, and even ground 
bananas moistened with rose water. 

Pipe-collecting hobbyists invariably number at 
least one clay pipe in their collection. Pipes with 
bowls made of clay, porcelain, or the clay-like 
meerschaum are popular. Porcelain is an excellent 
conductor of heat and since it is quite fragile, it 
is more frequently employed as a showpiece than 
as an actual smoking vehicle. Porcelain lends it- 
self to many beautiful patterns and shapes, and 
artists, working with ceramics, often enjoy produc- 
ing pipes that are original creations. Meerschaum, 
a soft, whitish mineral similar to clay, is often 
used to make pipes. The material is so light that 
it will float in water. 

Should anyone be interested in devising his own 
meerschaum pipe, here is a working formula. 
Meerschaum is a compound of magnesium, silicon, 
oxygen, and water. Crude magnesium silicate is 
boiled in milk, then kneeded in wax and linseed 
oil. Before being treated, the material has a dirty 
white appearance, but after it is rubbed and pol- 
ished, it acquires a lily-white hue. The substance 
is then cut in a block and the bow! shaped. It is 
then glazed and polished with pumice stone, lime, 
and tallow. Good workmanship will convert meer- 
schaum into a handsome item, a proud addition 
to a collection of artistic pipes. 

Wood pipes are sought by many collectors, es- 
pecially the rosewood pipe, which is made of the 
delicately scented wood of the Brazilian rose tree. 
Of medium hardness, the color ranges from pur- 
plish brown to burnt sienna. The cherrywood pipe 
is made from wood of the wild cherry, while a 
Moorish pipe consists of mutton bone and a cop- 
per tubing. This pipe has a small bowl and holds 
but little tobacco. Most pipe racks are never com- 
plete without the presence of a brier root pipe. 
The brier is a shrubby plant of the heath family, 
and its roots are used for making pipes. The root 
is thick, close-grained, and hard, and has become 
the most popular material for making pipes in 
America and Western Europe. Among the most 
curious pipes that one can gather for a collection 
are the hookahs, which are smoked in various parts 
of the Near East. The bowl of the hookah fits into 
an airtight vase which is partly filled with water. 
From the bowl a tube passes downward below the 
surface of the water. A second flexible tube with 
a mouthpiece fits into the side of the vase above 
the water surface. In this way the smoke is cooled 
and loses much of its “bite.” 

The pipe-collecting hobby is rooted in genera- 
tions of pleasure. As one authority on pipes has 
written, “One would think less of drowning a dog 
than of throwing a pipe into the dustbin—but then 
a dog cannot be awakened, but there will always be 
found men everywhere who will awaken a pipe.” 
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The Postmitral Commissurotomy Syndrome: A 
Four-Year Clinical, Pathologic and Serologic Study, 
and Its Relation to Restenosis. P. Lisan, A. Reale 
and W. Likoff. Ann. Int. Med. 50:1352-1358 (June) 
1959 [Lancaster, Pa.]. 


The authors report on 47 women and 31 men, 
between the ages of 30 and 50 years, who under- 
went mitral commissurotomy between January, 
1954, and June, 1955. The postmitral commissurot- 
omy syndrome, i. €., a phasic recurrent low-grade 
fever associated with incisional and/or pleuritic 
pain, occurred in 21 patients (27%), 18 of whom 
were women and 3 were men. The first attack oc- 
curred within one month after the operation in 7 
patients, and as late as 10 months in 4 patients. The 
syndrome developed within 4 months postoperative- 
ly in 17 patients (80%). Multiple attacks occurred 
in 13 patients. The interval between attacks varied 
from 1 to 4 months in 6 patients, and the intervals 
were greater than 4 months in 7 patients. The dura- 
tion of the attacks varied and did not follow any 
specific pattern. The pericardial friction rub was 
the characteristic physical finding. The erythrocyte 
sedimentation rate was elevated in only 3 patients. 
A rise in antistreptolysin and antihyaluronidase 
titers occurred in only one patient. Biopsies of the 
atrial appendage revealed evidence of chronic rheu- 
matic carditis in 3 of the 27 patients. In none of the 
patients was that type of Aschoff’s nodule seen 
which Tedeschi and Wagner suggest as patho- 
gnomonic of acute or recurrent active rheumatic 
carditis. Therapy consisted of administration of 
salicylates, cortisone, hydrocortisone, and antibi- 
otics in conjunction with other usual symptomatic 
treatment. Restenosis of the mitral valve did not 
occur in any of the patients with postmitral com- 
missurotomy syndrome. 

These observations suggest that the postmitral 
commissurotomy syndrome is a clinical entity, 
which is readily distinguishable from the active 
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rheumatic state, and which is characterized by re- 
current fever and chest pain after mitral valve 
surgery. Laboratory serologic studies and 
biopsies of the atrial appendage are of little posi- 
tive value in diagnosis. These studies, however, add 
more weight to the belief that reactivation of the 
rheumatic state has no relationship to the postmitral 
commissurotomy syndrome. 


The “Silent Coronary”: The Frequency and Clinical 
Characteristics of Unrecognized Myocardial Infarc- 
tion in the Framingham Study. J. Stokes and T. R. 
Dawber. Ann. Int. Med. 50:1359-1369 (June) 1959 
{Lancaster, Pa.]. 


Within the frame of an epidemiologic study of 
the cardiovascular diseases set up by the U. S. 
Public Health Service in Framingham, Mass., the 
authors studied the clinical manifestations of 65 
men and 8 women, between the ages of 30 and 59 
years, with myocardial infarction, with special ref- 
erence to thoracic discomfort. Of these 73 patients, 
the myocardial infarction was clinically unrecog- 
nized in 15; 8 of the 15 denied any precordial pain 
whatsoever. Careful analysis of the data obtained 
from the 15 patients with unrecognized infarction 
and of those obtained from the 58 patients with 
recognized infarction failed to show any significant 
differences between the 2 groups regarding age, 
sex, occupation, weight, or blood pressure. Both 
groups had consulted physicians with about equal 
frequency for reasons other than coronary disease 
during the period in which the infarcts occurred. 
There was, however, a difference in the prevalence 
of anginal pain after myocardial infarction in the 
2 groups. Although no characteristic clinical pat- 
tern of “silent” myocardial infarction was deter- 
mined, anginal pain was significantly less frequent 
after unrecognized infarction, and there were also 
some differences in the electrocardiographic posi- 
tion of the myocardial infarction in the 2 groups. 
Of the 10 anterolateral myocardial infarctions, only 
1 was clinically unrecognized; 8 (53%) of the 15 
clinically unrecognized infarcts were posterior in 
position, and 6 (40%) were anteroseptal. 

The fact that unrecognized infarction was less 
frequently followed by anginal pain than were 
recognized infarcts supports the suggestion that 
the pathogenesis of pain associated with angina 
pectoris is qualitatively similar to that of infarction, 
and differs only in degree. It would also appear 
that the “silent coronary” most often resulted from 
infarction of the anterior left ventricular wall and 
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septum, or the posterior wall, but the numbers are 
small, and additional data will have to be obtained 
to confirm this finding. This study emphasizes the 
importance of laboratory studies in the differential 
diagnosis of precordial discomfort. 


Trigger Mechanisms in Asthma. R. H. Overholt. 
Dis. Chest 35:587-596 (June) 1959 [Chicago]. 


Irreversible structural changes in the bronchial 
system of patients with asthma may act as “trigger 
mechanisms.” The author relates some experiences 
in the search for, and in the treatment of, structural 
abnormalities which act as “trigger mechanisms.” 
In the past, the attention of most surgeons centered 
on interventions which interrupted the nerve path- 
ways to the lung; structural abnormalities were not 
searched for and corrected, although overlooked 
“triggers” possibly contributed to the disappointing 
results. Patients with intractable asthma should 
have the benefit of a thorough investigation, par- 
ticularly (1) those whose illness was initiated by an 
attack of pneumonia, (2) those who have frequent 
colds in the chest, (3) those who have productive 
cough, (4) those who have a unilateral wheeze, 
(5) those who have chest discomfort or pain, and 
(6) those in whom there is systemic evidence of a 
focal infection, such as arthritis. 

Routine chest films may reveal nothing in patients 
with asthma, and visualization with contrast me- 
diums is necessary if the presence, nature, and ex- 
tent of a structural abnormality in the bronchial 
system are to be determined. Since asthma has 
been considered by many to contraindicate bron- 
chography, the author shows how the risk can be 
minimized. Bronchography is deferred until maxi- 
mum improvement of bronchospasm has been 
effected. Discussing the interpretation of the bron- 
chographic findings, the author says that structural 
abnormality is clearly indicated if saccular or tub- 
ular dilatation, incomplete stenosis, distortion, 
crowding, or abnormal spread of branches is found. 
Complete lack of filling of a segment means one or 
4 things: (a) technical failure; (b) localized broncho- 
spasm; (c) mucous plug; or (d) structural ab- 
normality. 

Surgical exploration permits direct inspection of 
the lung and testing of segments as to inflow and 
egress of air. Mechanical defects can be corrected 
forthwith, and sympathetic, parasympathetic, or 
both denervations carried out simultaneously. The 
author explains the value of surgical exploration 
and the elimination of “trigger mechanisms” in the 
histories of 3 illustrative cases. The first case report 
shows the severity and disabling nature of the dis- 
ease for which bilateral surgery was required. In 
the second case, the “trigger” was abolished with- 
out sacrificing any pulmonary tissue. In the third, 
an unsuspected “trigger” was discovered at ex- 
ploration and easily corrected. 
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Evaluation of So-Called Pleural Indurations. E. 
Frenk. Schweiz. med. Wchnschr. 89:505-509 (May 
9) 1959 (In German) [Basel, Switzerland]. 


The author briefly discusses the importance of 
the correct etiological identification of acute pleural 
effusions. It has been established that tuberculosis 
accounts for only a minor portion of these effusions, 
many being caused by neoplasms or pneumonia, 
and some by pulmonary infarcts, leukemia, uremia, 
pulmonary abscesses, and abdominal diseases; and 
in some cases the origin remains unexplained. If a 
pleural effusion persists for a time, pleural indura- 
tion or thickening results from the organization of 
the fibrin deposits on the pleura. The differentiation 
of the etiology is especially important in the case 
of tumors in the pleural space and of pathological 
processes in the pulmonary parenchyma. The author 
demonstrates this on the basis of the histories of 3 
patients, one of whom had a mesothelioma, one a 
fibrosarcoma, and one a residual empyema in the 
thickened pleural cupula, in the presence of an old 
tuberculous process. 

Since residual effusions with pleural thickening 
may become reactivated even after decades of 
quiescence, and then generally produce atypical 
disease, it is essential that every patient with pleural 
induration be subjected regularly to follow-up ex- 
aminations, Reactivation is demonstrated on the 
basis of case histories. These illustrate, among 
others, subacute reactivation of a tuberculous resid- 
ual empyema that had caused pleural thickening 
or acute reactivation of residual tuberculous empy- 
emas by mixed infection, trauma, or tumor; finally, 
as the result of increasing shrinkage and calcifica- 
tion, a pleural induration can cause rapidly pro- 
gressing circulatory disturbances—in one case pre- 
cordial venous stasis. 


The Isolation and Characterization of a Purified 
House Dust Allergen Fraction. W. E. Vannier and 
D. H. Campbell. J. Allergy 30:198-218 (May-June) 
1959 [St. Louis]. 


For many years aqueous extracts of house dust 
have been used for diagnostic tests and hyposensi- 
tization. The authors cite studies carried out by 
others on the chemical properties of the skin-react- 
ing materials in house dust. They themselves have 
fractioned aqueous extracts of house dust and mat- 
tress dust with ammonium sulfate and a variety of 
organic solvents. In general, most of the fractions 
were of a similar order of activity by direct skin 
test. The least soluble materials had the higher 
nitrogen content (2 to 5%), while the more soluble 
fractions had lower nitrogen contents (0.3 to 2%). 
The authors describe the isolation and character- 
ization of an active dust allergen fraction, low in 
both nitrogen and color and consisting predomi- 
nantly of a heterogeneous mixture of acidic poly- 
saccharides, 
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Some persons who reacted to commercial prepa- 
rations did not react to the purified material pre- 
pared by the authors. This could be due to the 
particular relationship, in the various preparations, 
between the concentrations of materials of the 
same allergen specificity and the patient's threshold 
of skin reactivity. Another more likely explanation 
is that more than one allergen specificity is involved 
and that there are materials with allergen spe- 
cificities in the less purified commercial prepara- 
tions that are not present in the purified material. It 
is reasonable that clinical house dust allergy may 
be associated with a number of different allergen 
specificities. It is also possible, however, that some 
of the reactions obtained to the less purified frac- 
tions are due to the presence of other known 
allergens (for example, animal danders or pollens 
in the original house dust). The type of dust used 
to prepare the extracts may also be a factor. The 
material with which the authors started their stud- 
ies contained large amounts of mattress dust which 
may be deficient in some of the allergen specificities 
normally found in house dust. 

The dust fraction was found to be heterogeneous 
by electrophoretic and sedimentation analysis. Two 
main peaks were demonstrated by electrophoresis. 
The chemical composition was found to be roughly 
5% polypeptide and 95% polysaccharide, with about 
equal amounts of uronic acid (probably glucuronic 
acid), p-glucose, p-galactose, and p-mannose as well 
as lesser amounts of L-rhamnose and tL-arabinose. 
Even though the problem of the chemical nature 
of the specific house dust allergen has not been 
solved, these studies revealed new information 
about the nature of materials that have been used 
clinically for the past 30 years. 


Peripheral Neuropathy in Myxedema. L. E. Cre- 
vasse and R. B. Logue. Ann. Int. Med. 50:1433-1437 
(June) 1959 [Lancaster, Pa.]. 


Of 65 patients with spontaneous myxedema re- 
ported on by the authors, 31 (47%) had peripheral 
neuropathy manifested by severe lancinating pains 
in the extremities and/or paresthesias. It was the 
presenting and dominant complaint in 2 women, 
aged 39 and 58 years, respectively, and in a 66- 
year-old man. The neuropathy may be the initial 
manifestation preceding the more overt symptoms 
of myxedema. Because of anemia, pallor, and 
neuropathy, myxedema is frequently confused with 
pernicious anemia. The motor and sensory symp- 
toms are out of proportion to neurological findings, 
and may be confused with a primary degenerative 
disease of the central nervous system, nerve root 
compression, or hysteria. The neuropathy is com- 
pletely reversible, regardless of the duration of the 
illness, and will resolve on adequate thyroid re- 
placement therapy alone. 
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Gastrointestinal Protein Loss in Idiopathic-Hyper- 
catabolic Hypoproteinemia. M. Schwartz and S. 
Jarnum. Ugesk. lager 121:689-696 (April 30) 1959 
(In Danish) [Copenhagen]. 


In 4 patients with so-called idiopathic or essen- 

tial hypoproteinemia of long duration, there was 
high albumin degradation (hypercatabolism), and 
by means of radioactive polyvinylpyrrolidone an 
abnormally high permeability to molecular sub- 
stances in the gastrointestinal canal could be estab- 
lished in all the cases. The hypoproteinemia was 
due to a loss of protein in the lumen of the diges- 
tive canal and was thus a symptom of disease there 
(hypertrophic gastritis, disease of the small intes- 
tine). 
Hypoglycemic Effects of Phenethyldiguanide (DBI): 
Clinical Study of Juvenile and Brittle Diabetes. 
A. Amador and R. Rodriguez. Rev. invest. clin. 
11:11-33 (Jan.-March) 1959 (In Spanish) [Mexico, 
D. F.]. 


This report on the hypoglycemic effects of phen- 
ethyldiguanide (DBI) comprises 3 studies made at 
the diabetes clinic of the Hospital for Nutritional 
Diseases in Mexico City. The first study consisted 
of a glucose-tolerance test given to 4 diabetic pa- 
tients and to a control group of 4 normal subjects. 
After determination of fasting glycemia, 100 mg. 
of glucose was administered orally to all the sub- 
jects; then postprandial glycemia was determined 
every hour for 5 hours. The test was repeated a 
week later, this time with administration of DBI in 
doses that varied from 100 to 250 mg. Phenethyldi- 
guanide did not modify the glucose tolerance in 
the normal subjects, but produced slow and mod- 
erate glycemic decrease in the diabetic patients. 

The second study was made with 2 hospitalized 
patients with uncomplicated diabetes, one requir- 
ing 20 units of insulin, and the other 40 units. 
These patients received a daily dose of 150 mg. of 
DBI during 2 weeks. Fasting and postprandial gly- 
cemia was determined, and glycosuria was checked 
during the whole treatment. Laboratory blood, 
urine, and liver-function tests were performed. 
After a 2-week interval the same treatment was 
repeated. The over-all results indicated definite 
effects of DBI on postprandial glycemia. 

The third study consisted of prolonged admin- 
istration of DBI to 12 outpatients with uncompli- 
cated diabetes. Five were juveniles requiring high 
doses of insulin and suffering from so-called brittle 
diabetes. The other 7 were adults with varied in- 
sulin requirements, Laboratory blood, urine, and 
liver-function tests were also performed. The ad- 
ministration of DBI was started only after stabiliza- 
tion of the diabetes with a uniform dose of insulin, 
which required from 1 to 3 months according to 
the individual conditions. The initial dose of DBI 
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was 150 mg. daily. The maximal dose was 250 mg., 
which was reduced to 200 mg. when symptoms of 
intoxication appeared. In both the juvenile and the 
adult groups there was decrease in glycemia, and 
the dose of insulin could be gradually reduced ac- 
cording to the degree of glycosuria, glycemia, and 
the clinical symptoms. The result of the treatment 
was satisfactory in 10 of the 12 patients, which is 
significant since none of the patients had moderate 
diabetes, and § had an insulin requirement of 40 
to 100 units at the start of treatment. Toxic mani- 
festations from DBI were only of a digestive char- 
acter (nausea, vomiting, occasional diarrhea) and 
were controlled by administration of pancreatic 
extract. The authors attribute the significant effects 
of DBI on brittle and juvenile diabetes to enzy- 
matic blocking of the action of glucagon and 
epinephrine, inhibition of glyconeogenesis begin- 
ning with the amino acids, and increase of anaerobic 
glycolysis. 


Plasma Prothrombin in Liver Disease: Its Clinical 
and Prognostic Significance. G. Mindrum and H. I. 
Glueck. Ann. Int. Med. 50:1370-1384 (June) 1959 
[Lancaster, Pa.]. 


The well-known clinical observation that a low 
concentration of plasma prothrombin, which does 
not respond to the administration of vitamin K, in- 
dicates serious liver disease prompted the authors 
to determine the plasma protein level in 82 patients 
with primary liver disease. A synthetic substrate, 
p-toluenesulfonyl-l-arginine methyl ester (TAMe), 
was used to determine the plasma prothrombin 
concentration. As controls, 24 patients with severe 
systemic disorders, including infection and _neo- 
plastic, metabolic, degenerative, and collagen dis- 
eases, were studied. The TAMe assay of the plasma 
prothrombin level differs from the one-stage meth- 
ods in that it measures prothrombin and its product 
thrombin in terms of thrombin yield rather than 
clotting times. Previous studies had shown that the 
TAMe assay was unaffected by deficiencies of blood 
clotting factor VII, fibrinogen, and factor V, which 
affect one-stage methods of determining plasma 
prothrombin levels to a considerable degree. 

Results showed that the TAMe assay of pro- 
thrombin correlated well with the clinical status of 
the patient with liver disease. Extremely low levels 
were found in patients with fatal cirrhosis of the 
liver and in patients with fatal massive necrosis of 
the liver. Patients with severe cirrhosis of the liver 
had persistently low values for months or years, 
whereas patients with viral hepatitis showed higher 
values and more rapid changes. Patients with seri- 
ous or fatal liver disease showed little or no im- 
provement in the prothrombin assay after the ad- 
ministration of vitamin K, emulsion, in contrast to 
those with viral hepatitis who showed prompt im- 
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provement. The true prothrombin levels invariably 
lagged behind more rapidly recovering accessory 
factors. 

Comparison of the results of the TAMe assay 
with those of standard liver function tests showed 
that a good correlation exists between the findings 
on the TAMe assay and the albumin-globulin ratio 
test, and an excellent statistical relationship was 
observed between the TAMe assay and the Brom- 
sulphalein retention. The TAMe assay of the plasma 
prothrombin level may be employed in patients 
with acute or chronic liver disease, and it is not 
influenced by the degree of jaundice. Since the 
assay measures a specific product of the liver, it 
serves as a useful liver-function test. Serial assays 
vield excellent prognostic information. 


The Course of Sarcoidosis and Its Modification by 
Treatment. D. G. James and A. D. Thomson. Lancet 
1:1057-1061 (May 23) 1959 [London]. 


The authors compared in 200 patients with gen- 
eralized sarcoidosis, which had been confirmed by 
histological evidence of sarcoid tissue, the results 
of antituberculous and corticosteroid therapy with 
the outcome in untreated patients. The response to 
treatment was assessed by the clinical, roentgen- 
ologic, and microscopic findings before, during, 
and after treatment. The clinical manifestations of 
sarcoidosis in the untreated patients either showed 
a high incidence of spontaneous remission or per- 
sisted unchanged. No significant improvement 
could be attributed ‘to antituberculous therapy. 
There was an early clinical improvement with cor- 
ticosteroids, and this was more dramatic if the 
lesions were acute or transient rather than chronic 
or persistent. Thirty-seven of 47 patients with bi- 
lateral hilar lymphadenopathy and 19 of 36 patients 
with pulmonary mottling eventually showed clear 
chest roentgenograms without treatment. The roent- 
genographic improvement was better in the un- 
treated patients than in those receiving antituber- 
culous or corticosteroid drugs. This was possibly 
due to the delay in beginning treatment. Spontane- 
ous resolution of the abnormalities in the chest 
roentgenogram was less likely if there was con- 
comitant cutaneous or ocular sarcoidosis. Although 
this held for the untreated patients and those re- 
ceiving antituberculous drugs, it was not evident 
in the patients treated with steroids in whom the 
incidence of roentgenographic clearing was similar 
in the presence or the absence of extrathoracic sar- 
coidosis. Roentgenographic evidence of bone cysts 
remained unchanged in untreated and treated pa- 
tients. 

Microscopic evidence of sarcoid tissue persisted 
in most of the untreated patients or those receiving 
antituberculous drugs but was profoundly modified 
toward a nonspecific inflammatory reaction in most 
patients receiving steroids. Reactions to the Kveim 
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test reflected the activity of the disease in untreated 
patients; due to cellular modification, the reaction 
to the Kveim test may be suppressed clinically, and 
the tissue findings may be obscured by cortico- 
steroid therapy; the patients’ reactions to the Kveim 
test were not influenced by antituberculous drugs. 
The differences in behavior and course of subacute 
(or transient) and chronic (or persistent) sarcoidosis 
are stressed, since they influence the evaluation 
of any regimen of treatment. Triamcinolone is the 
current steroid preparation of choice. It is prin- 
cipally given in subacute sarcoidosis to prevent 
progression to a stage of chronic irreversible fibro- 
sis, and it is given in the chronic disease for symp- 
tomatic relief. There is no indication for administra- 
tion of the potentially toxic antituberculous drugs, 
either as a prophylactic or as a therapeutic measure, 
in sarcoidosis. 


Primary Amyloidosis: Hematological Aspects. J. 
Jamra, R. M. B. C. Laurenti, T. Verrastro, T. de 
Brito and others. Rev. Hosp. clin. 14:76-82 (March- 
April) 1959 (In Portuguese) [Sao Paulo, Brazil]. 


Two patients suffering from primary amyloidosis, 
a much rarer disease than the secondary form, were 
treated at the Hospital das Clinicas, University of 
Sao Paulo. In both cases the amyloidosis was com- 
plicated by hematological disorders. In one patient 
the complication was thrombocytopenic purpura, 
an association that has not been mentioned before 
in the medical literature. In the other patient the 
complication was hemolytic anemia. In neither 
case was a definite favorable response to hormonal 
therapy and/or splenectomy obtained. 

In the first patient, a 44-year-old woman, the 
onset of the disease had been marked by weakness 
of 4-month duration followed 2 months later by 
cutaneous hemorrhages. One month before being 
admitted to the hospital, she had had a prolonged 
menstrual period which led her to seek medical 
advice. After the diagnosis of thrombocytopenic 
purpura was established, the patient received 0.9 cc. 
of epinephrine daily for 10 days. During this period 
there was improvement of the cutaneous hemor- 
rhages, but the hematological condition remained 
unchanged. Corticotropin (ACTH) was then admin- 
istered in daily doses of 40 units during another 10 
days, followed by the administration of prednisone 
(150 mg. daily) for 7 days. Melena occurred on the 
second day of prednisone therapy. The medication 
was suspended, but 4 days later the patient suffered 
a cerebral accident diagnosed as ischemia caused 
by hemorrhage or anoxia. An emergency splenect- 
omy was performed; the following day hematemesis 
and fall of blood pressure occurred, and the pa- 
tient died. 

The second patient, a 45-year-old man, had had 
a diagnosis of hemolytic anemia 2 years before ad- 
mission to the hospital. He had been treated with 


prednisone, nitrogen mustard, and blood trans- 
fusion and had undergone splenectomy. A new 
treatment was given with prednisone in daily doses 
of 150 mg. The patient was discharged after 40 
days, during which he had gained weight and his 
condition had improved. This remission lasted for 
approximately 4 months. The patient was rehos- 
pitalized following the return of intestinal and 
cardiac symptoms and died 24 days later. The au- 
thors believe that amyloidosis was, in these 2 cases, 
the primary condition and the causal factor of the 
hematological disorders, and they advise that pri- 
mary amyloidosis should always be investigated as 
a possible cause in erythrocyte and platelet altera- 
tions. 


Progressive Chronic Polyarthritis Treated with 
Prednisone: Development of Peripheral Neuropathy 
and Periarteritis Nodosa, and Death: Case Report. 
J. Rotés-Querol, J. Surés and E. Lience. Med. clin. 
32:113-116 (Feb.) 1959 (In Spanish) [Barcelona, 
Spain]. 


The development of periarteritis nodosa in pa- 
tients with polyarthritis has become much more 
frequent since the introduction and wide use of 
adrenal steroid therapy. In the case reported, the 
association of polyarthritis with periarteritis nodosa 
was further complicated by the development of 
polyneuritis, which, as a rule, is not present in the 
clinical picture of chronic polyarthritis. The pa- 
tient, a 65-year-old man, first experienced pain in 
his right shoulder and arm, which after a period of 
remission extended to his lower extremities. He 
was first seen by the authors 11 months after the 
onset of his disease; he had already received about 
6 Gm. of prednisone and 1.75 Gm. of prednisolone. 
His condition was poor, cachectic. The dose of 
prednisone he had been receiving (20 mg. daily) 
was gradually reduced, and both analesic and 
tonic preparations were given with favorable re- 
sults. The remission lasted for approximately one 
month. Edema of the lower extremities, dysesthe- 
sia, and eventually paresis occurred in succession. 
The prednisone medication was suspended after 
an episode of melena and hematemesis. As the ar- 
ticular symptoms recurred, the administration of 
prednisone was resumed at a small dose (6 mg. 
daily). A neurovascular syndrome developed, in- 
cluding peripheral sensory and motor polyneu- 
ropathy, trophic cutaneous ulcers, circulation occlu- 
sion, and gangrene in the lower extremities. The 
patient died 16 months after the onset of his disease. 

The authors consider the development of peri- 
arteritis nodosa and its complicating peripheral 
neuropathy as additional, separate diseases in this 
patient and: believe that the effects of prednisone 
played a part in producing the complex clinical 
picture. They relate the toxic effects of adreno- 
cortical preparations to an excess of mineralocorti- 
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coids over the glucocorticoids, which becomes 
manifest during the period of adrenocortical in- 
hibition that follows the suppression of hormonal 
therapy. It is during this period that periarteritis 
nodosa usually develops, sometimes associated with 
peripheral polyneuritis as in the case reported. 


Porphyria in Sweden and South Africa. G. Dean 
and H. D. Barnes. South African M. J. 33:246-253 
(March 21) 1959 [Cape Town]. 


The porphyrias have been classified into acute 
porphyria, chronic porphyria, and congenital por- 
phyria. This last form was later renamed “ery- 
thropoietic porphyria,” because in this type the 
presence of numerous fluorescent normoblasts in 
bone-marrow films indicated that the marrow was 
the site of the metabolic anomaly. Other forms 
were grouped as hepatic porphyria, because ex- 
cessive amounts of porphyrins or a precursor could 
be demonstrated in liver tissue. Discussing the in- 
heritance of porphyria, the authors mention Wal- 
denstrém’s studies; this investigator finally deduced 
that acute porphyria in Sweden was based on non- 
sex-linked inheritance of a Mendelian dominant 
type. The studies of Dean and Barnes disclosed a 
similar inheritance for susceptibility to porphyria 
among the white population of South Africa and 
traced the inheritance to a pair of early settlers 
from Holland. In these cases, however, symptoma- 
tology was mixed; acute attacks occurred more 
frequently in women; cutaneous lesions were com- 
moner and more severe in men; and some cases 
showed both acute and cutaneous symptoms. This 
supports Watson’s contention that subgroups of 
hepatic porphyria are varied manifestations of the 
same underlying anomaly, but the findings in 
Sweden, where acute and cutaneous manifestations 
of porphyria do not overlap, are not in agreement 
with this hypothesis. 

A comparative study of Swedish and South Afri- 
can cases was indicated, and to this end Dean 
visited Sweden, where arrangements were made by 
Waldenstrém for him to see a number of patients, 
including a family in which several members had 
suffered attacks of acute porphyria. Specimens of 
urine and feces from these patients and some of 
their relations were screened for porphyrin metab- 
olites by Dean; quantitative determinations of 
urinary porphobilinogen and delta-amino-laevulic 
acid were carried out in Malmé; and the stools 
were sent to Johannesburg for quantitative por- 
phyrin analysis. Similar studies were carried out 
on 2 families in Holland. 

The results of these studies indicate that inter- 
mittent acute porphyria is a different genetic dis- 
order from the condition which presents with acute 
episodes or cutaneous lesions and sometimes with 
both. The name “variegate porphyria (porphyria 
variegata)” is proposed for the latter. The main 
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features whereby these 2 forms can be differenti- 
ated are as follows: 1. Cutaneous manifestations, 
which are common in variegate porphyria, are 
never seen in members of families with the inter- 
mittent acute form. 2. In the latter, excretion of 
porphobilinogen and delta-amino-laevulic acid con- 
tinues at a high level, sometimes for years, after 
the attack has subsided, but in variegate porphyria 
it returns to normal, or virtually normal, levels as 
the patient recovers. 3. Raised stool coproporphyrin 
and protoporphyrin are characteristic of variegate 
porphyria even during remission from acute epi- 
sodes, and of latent cases without clinical mani- 
festations. In intermittent acute porphyria, stool 
porphyrins may be slightly raised during the acute 
attack but are otherwise normal or nearly so. 


The Excretion of Porphyrins and Porphyrin Pre- 
cursors by Bantu Cases of Porphyria. H. D. Barnes. 
South African M. J. 33:274-278 (March 28) 1959 
[Cape Town]. 


It has been shown that Swedish patients with 
intermittent acute porphyria and white South Afri- 
can patients with variegate porphyria, who may 
present either cutaneous manifestations or acute 
symptoms, and not infrequently both, differ marked- 
ly from each other in their patterns of excretion of 
porphyrins and porphyrin precursors. Hundreds of 
cases of porphyria have been seen among the Bantu 
of South Africa in recent years, and the pattern of 
excretion in some of these has been determined for 
comparison with those of the 2 groups mentioned 
above. The excretion of porphyrins and porphyrin 
precursors by 15 adult Bantu patients with a cu- 
taneous type of porphyria is reported and shown 
to differ from findings in patients with intermittent 
acute and variegate forms of porphyria. 

In commenting on the implications of his obser- 
vations in relation to the etiology and classification 
of porphyria among Bantu patients, the author 
points out that there is no conclusive indication of 
a hereditary factor in the etiology of porphyria 
among the Bantu patients; this is a marked contrast 
to the evidence of a Mendelian dominant inherit- 
ance for susceptibility to acute intermittent por- 
phyria among the Swedish and to variegate por- 
phyria among the white South African groups. 
While this gap may be filled in the future, it is also 
possible that porphyria may be an acquired disease 
in the Bantu. It has been suggested that a liver, 
weakened by infantile malnutrition, which is com- 
mon among the Bantu, breaks down under stress 
in adult life and that porphyria is one of its mani- 
festations. As regards classification, the author be- 
lieves that the present status of knowledge points 
to the necessity of distinguishing 2 groups of cu- 
taneous porphyria in addition to the erythropoietic 
(congenital) form. In this connection he cites Tio, 
who culled many cases from the literature and 
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pointed out that the mixed cases (with cutaneous 
and acute features) tended to commence earlier in 
adult life, the patients giving family histories more 
frequently than those with purely cutaneous dis- 
ease which began later in life and was more often 
solitary. The latter Tio designated as “porphyria cu- 
tanea tarda SS (sensu strictiori).” Waldenstrom 
recently proposed hereditary and symptomatic 
subgroups of porphyria cutanea tarda. Mixed por- 
phyria, in Watson’s sense, has not been encountered 
among Bantu patients; very few have presented 
with acute manifestations, and none of them has 
had conspicuous skin lesions. 

It is noteworthy that the Bantu porphyria pa- 
tients, who on metabolic findings seem to lie be- 
tween the Swedish and the white South African 
patients, on the basis of clinical manifestations 
would be placed at the opposite extreme to the 
Swedish, with the white South African group inter- 
mediate. This leads to the inference that Watson's 
hypothesis that the clinical findings in hepatic por- 
phyria are varied manifestations of a single under- 
lying metabolic anomaly, though true of the white 
South African patients, cannot be extended to cover 
all 3 groups. It has been observed that skin sensi- 
tivity to solar radiation in humans and to ultraviolet 
light in albino rats is enhanced after administration 
of delta-amino-laevulic acid. Cutaneous reactions 
in the patients under discussion cannot be harmon- 
ized with this finding, since the Swedish patients, 
who would presumably have the highest concentra- 
tions of this metabolite in the circulating blood. 
have no skin lesions, such as are present in many 
patients in the other 2 groups. 


Whipple’s Disease: A Clinico-Pathological Study of 
Three Cases. L. I. Taft, A. G. Liddelow and Mary 
Ralston. Australasian Ann. Med. 8:129-136 (May) 
1959 [Sydney, Australia]. 


To the approximately 60 cases of Whipple's dis- 
ease previously reported in the literature, and some- 
times referred to as intestinal lipodystrophy, the 
authors add 3 new cases, all of which concerned 
men, ranging in age from 44 to 60 years. The 
clinical course and the autopsy findings in these 
patients are presented. The authors discuss some 
of the numerous etiological theories on the condi- 
tion, pointing out that the theory of an intestinal 
defect in the handling of fat as the basic abnor- 
mality is difficult to accept. 

The authors consider the basic abnormality to be 
a proliferation of mucoprotein-producing §reticulo- 
endothelial cells; these cell are maximally concen- 
trated in the small intestinal lymphatic system, but 
they also occur at other sites, including the periph- 
eral lymph nodes where, in the earliest stages, they 
can be seen arising in the germ centers. Transitions 
demonstrable between ribonucleic acid (RNA)-con- 
taining cells and cells containing mucoprotein are 
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considered to indicate synthesis of the mucopro- 
tein, rather than its phagocytosis by the proliferat- 
ing reticuloendothelial cells. Collagenization of 
lymph nodes and lymphatics is believed to be a 
result of the activity of these cells and responsible 
for the observed obstructive phenomena. The stim- 
ulus responsible for the proliferation of the muco- 
protein-synthesizing cells is unknown. It may 
represent a highly differentiated neoplastic process. 
Again, it may be the outcome of some cellular 
defect—e. g., enzymatic—whereby there is an ab- 
normal accumulation of a normally synthesized 
mucoprotein. Response to steroid therapy in this 
condition is compatible with the known reticulo- 
endothelial suppressive action of adrenal cortical 
steroids. However, this response is not sustained. 


Hypertension—Treated and Untreated: A Study of 
400 Cases. A. W. D Leishman. Brit. M. J. 1:1361- 
1368 (May 30) 1959 [London]. 


The author compared the course of untreated 
hypertension in 87 men and 124 women, who had a 
diastolic pressure initially not less than 100 mm. Hg, 
with that of hypertension in 73 patients treated 
by lumbodorsal sympathectomy and in 118 patients 
treated with ganglion-blocking drugs. The patients 
were followed up regularly after 1946. Of the 211 
untreated patients, 106 have died, and study of 
their cases confirmed that high diastolic pres- 
sure, male sex, and presence of albuminuria or 
retinopathy were particularly unfavorable features. 
Changes in the electrocardiogram did not appear to 
influence the prognosis. Rise of blood pressure in the 
untreated patients was uncommon, but in 20 of 176 
patients (128 of whom survived for more than 5 
years and 48 failed to survive 5 years but were 
reexamined before death), the diastolic pressure 
increased by more than 20 mm. Hg. Malignant or 
accelerated hypertension developed in 7 of these 
20 patients. This could not have been foreseen 
when they were originally examined. A satisfactory 
lowering of blood pressure was achieved in 65 of 
the 73 patients who underwent lumbodorsal sym- 
pathectomy. The unusual permanence of these re- 
sults was attributed to extensive dorsal denervation. 
Ganglion-blocking agents were given parenterally; 
of the 118 patients treated, 25 have since died, and 
7 have been treated for less than a year; of the 
remaining 86 patients, 58 (67%) are now regarded 
as well controlled, 23 are under fair control, and 5 
are therapeutic failures. An adequate hypotensive 
response was achieved in only 6 of the 25 patients 
who died. 

The treated and untreated groups of patients are 
judged to have had hypertension of equivalent 
severity, and comparison of their respective mor- 
tality rates has been made in 8 separate categories 
of hypertension. Except among those with malig- 
nant hypertension, the mortality rate among treated 
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patients was in no instance appreciably higher than 
one-third that among the untreated patients. Al- 
though the length of observation of patients treated 
by drugs is not yet adequate for strict comparison, 
the statistics leave no doubt that lives have been 
extended by both the surgical and the hypotensive 
drug treatment. Reduction in the number of fatal 
strokes has been a notable feature. Judged from 
the fate of untreated patients, the employment of 
ganglion-blocking drugs seems justified in any male 
patient whose diastolic pressure is consistently 
above 120 mm. Hg and in the presence of albumi- 
nuria may be advisable when the blood pressure 
is below this level. Female patients with hyperten- 
sion, however, do not normally require this treat- 
ment unless the diastolic pressure is at least 130 
mm. Hg. 


SURGERY 


Pulmonary Resection for Drug-Resistant Cavitary 
Tuberculosis Utilizing Ancillary Drugs. W. R. 
Webb. Am. Rev. Tuberc. 79:780-789 (June) 1959 
[New York]. 


Sixty-eight pulmonary resections were performed 
on 62 patients with persistent cavitary tuberculosis, 
who ranged in age from 18 to 65 years. All the 
patients had tubercle bacilli in the sputum of 
proved or presumptive resistance to streptomycin, 
isoniazid, and PAS. The duration of total illness 
ranged up to 17 years, and only 20 of the patients 
had had tuberculosis for less than 3 years. The pa- 
tients were previously subjected to operations which 
included pneumoperitoneum, pneumothorax, and 
thoracoplasty. Roentgenograms made at the time of 
admission showed that 41 patients had far-advanced 
and 21 had moderately advanced tuberculosis. Each 
patient was given viomycin and pyrazinamide for 
2 weeks before the operation and for approximately 
3 months after the operation. Six of the patients 
included in an initial report received thiazolsulfone, 
which was not used after the more potent pyrazina- 
mide became available. The usual dosage adminis- 
tered consisted of 2 Gm. of viomycin twice a week, 
with either 1 Gm. of the sulfone 4 times daily or 
500 mg. of pyrazinamide 4 times daily. The admin- 
istration of streptomycin, isoniazid, and PAS was 
continued in the belief that many of the bacilli in 
the areas outside the cavity might be susceptible to 
their action. 

The resections in this series included 16 pneu- 
monectomies, 24 lobectomies, 8 lobectomies plus 
segmental procedures, and 20 segmental resections. 
These operations presented marked technical diffi- 
culties, as dense adhesions, hilar fibrosis, and mul- 
tiple enlarged adherent lymph nodes were common 
findings. Significant hemorrhage, due to injury to 
the vascular structures, occurred in 4 patients, but 
it was possible to control the hemorrhage and com- 
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plete the contemplated operation in every patient. 
Five of the 62 patients died. All deaths occurred 
early, but none was directly related to the tuber- 
culous disease or to the fact that the infections were 
resistant to the major antituberculous drugs. The 
patients have been followed up for from 4 to 56 
months. Fourteen patients have shown subsequent 
tuberculous relapses, such as 2 roentgenologic re- 
lapses, 5 bacteriological relapses, and 7 relapses of 
both types. All but 5 of the patients now have in- 
active tuberculosis following further drug or sur- 
gical therapy. 

The author has not noted undue complications 
after segmental resections, which actually have 
resulted in far better results than either the lobec- 
tomies or the pneumonectomies. The administration 
of viomycin combined with pyrazinamide appears 
to be of value as temporary protection for excisional 
therapy of tuberculous lesions in which the bacilli 
are resistant to the major antituberculous drugs. 


Management of Chylous Extravasation. W. J. Bur- 
dette. A. M. A. Arch. Surg. 78:815-831 (June) 1959 
[Chicago]. 


The author presents 3 patients with chylous extra- 
vasation observed in the hospitals affiliated with 
the University of Utah College of Medicine. The 
first was a 26-year-old man; the second, an infant; 
and the third, a 2-year-old boy. The first patient 
has resumed his occupation after the operation. 
The infant slowly improved on a regimen of re- 
peated paracentesis, transfusions, and administra- 
tion of albumin. The third patient died, and autopsy 
revealed chylous effusion into the pleural and peri- 
cardial cavities. 

The author discusses the etiology, symptoms, 
diagnosis, and treatment of chylous extravasation 
on the basis of an extensive literature, a total of 172 
references being listed at the end of the paper. 
The etiology of chylous extravasation may be due 
to trauma, either surgical or nonsurgical, or to ob- 
struction resulting from neoplasm, infection, throm- 
bosis, and cirrhosis, or it may be idiopathic. Chylous 
extravasation should be considered as disease of 
the thoracic duct, but with regard to the symptom- 
atology it can be classified into groups with re- 
gard to type and to the time of onset of symptoms. 
Early in the disease, the appearance of chyle in the 
abdominal cavity may occur in 2 principal ways. 
In the first there is painless, cumulative ascites, 
and most of the symptoms are due to the presence 
of a large amount of fluid in the abdominal cavity. 
This type occurs commonly in infants and children, 
and, because of the patency of the tunica vaginalis, 
chylocele may be the first thing noted. In adults, 
chyle may also dissect downward and present in 
the groin. The chyle may leak in quantities as high 
as 2 liters per day. The other type of case is that in 
which the patient’s presenting symptoms are those 


59 
171 


190/602 


characteristic of the acute abdomen. It is frequently 
confused with appendicitis, and cases have also 
been reported in which celiotomy was performed 
with a preoperative diagnosis of cholecystitis. 
mesenteric embolism, or perforated viscus. When 
the thoracic duct has been damaged, there may at 
first be no symptoms, because time is required for 
the chyle to break through the pleura or peri- 
toneum into the thoracic or abdominal cavity. 
When this occurs in the chest, it may be accom- 
panied by dyspnea and a shock-like state, which is 
relieved by removing the fluid. Injury to the duct 
in the neck may result in a fistula. 

The diagnosis of chylous extravasation is usually 
made by examination of fluid withdrawn from the 
peritoneal and thoracic cavities or obtained from 
a cervical fistula or collection. Confirmation is ob- 
tained on microscopic examination when material 
is stained with lipophilic stain. The management of 
chylous extravasation is most effective if the follow- 
ing principles are observed: 1. The condition is 
regarded as one involving a single system. the 
clinical manifestations depending on the locus 
affected. 2. Conservative management by _ with- 
drawal of chyle is limited unless improvement oc- 
curs promptly. 3. Surgery is performed early and 
consists of ligation or excision of the affected por- 
tion of the system. 4. Visualization of the ductal 
system is carried out through the use of lipophilic 
dyes or angiograms when a question of adequate 
collateral drainage arises. 5. Supportive treatment 
is adequate to repair the fluid and nutritional deficit 
resulting from the leakage of chyle. 6. The surgeon 
is vigilant both to avoid operative injury to the 
thoracic duct and to recognize and repair it at the 
time it occurs. 


Resection in the Treatment of Pulmonary Tubercu- 
losis: Statistical Report on 304 Cases. G. D. Bian- 
chera, G. Bozzetti and G. Ferrara. Ann. med. 
Sondalo 7:18-32 (Jan.-Feb.) 1959 (In Italian) [Son- 
drio, Italy}. 


The authors report on a statistical study on 304 
male patients, 19 to 50 years of age, with pulmonary 
tuberculosis, who were subjected to lung resection 
during the period from December, 1951, to April, 
1957. Most of the patients had suffered from a 
chronic form of pulmonary tuberculosis for many 
years and had received antibiotic treatment and 
medical or surgical collapse therapy. Only 10% of 
the patients presented a form of the disease re- 
quiring resection. Complete data were available 
on only 258 of the 304 patients treated, but none 
of the remaining 46 patients had died at the time 
the study was made. At operation tuberculosis had 
been present for more than 2 years in 69.4% of the 
patients and for from 4 to 8 years in 32%. Seg- 
mental resection was performed in 7.8% of the 
cases, lobectomy in 55%, more extensive resections, 
including multiple segmental lobectomies, in 9.3%, 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., Oct. 3, 1959 


and pneumonectomy and pleuropneumonectomy 
in 27.9%. Thirty patients (9.8%) died, 11 (3.6%) of 
them within 60 days after the operation, and 19 
(6.2%) after a period of from 1 to 7 years. 

Results classified as “good” were obtained in 183 
(71%) of the patients who were followed up. These 
patients, who returned to normal life, did not suffer 
any surgical complications or relapses of tuber- 
culosis, and their sputum was negative. Results 
classified as “incomplete” were obtained in the re- 
maining patients; complications, such as bronchial 
fistula, empyema, and cor pulmonale, or a relapse 
of tuberculosis in the residual homolateral or con- 
tralateral parenchyma persisted or reappeared. 

The patients were divided into 3 groups, accord- 
ing to the previous treatment received and the 
form of the disease. The first group was composed 
of 22 patients (8.5%) with unilateral or circum- 
scribed lesions, who before surgery had received 
only medical treatment, had responded to treat- 
ment with antibiotics, and were in a period of 
stabilization of the disease. The second group was 
composed of 130 patients (50.4%) in not too severe 
condition with unilateral lesions not more than 
2 cm. in diameter, who had received medical or 
surgical collapse therapy, and who had had the 
disease tor 4 years. The third group was composed 
of 106 patients (41.1%) in very poor condition, in 
whom resection was performed as an emergency 
operation. Good results were obtained in all 22 
patients of the first group, in 98 (75.3%) of the 
second group, and in 63 (59.4%) of the third group. 
Results were incomplete in 20 patients (15.3%) of 
the second group and in 25 (23.6%) of the third 
group. Twelve (9.3%) of the patients who died 
belonged to the second group, and 18 (16.9%) to 
the third group. Obliteration of the residual cavity 
was performed in 16] (63%) of the patients: thoraco- 
plasty, with or without removal of the first rib, was 
performed on 90 patients; an extramuscle peri- 
osteal plombage with Polystan sponge, on 63 pa- 
tients; and a diaphragmatic paralysis, on § patients. 
Plombage with Polystan sponge was discontinued 
in 1954 because of empyema complications result- 
ing from it; a preresectional or postresectional 
thoracoplasty was substituted, depending on the 
functional or enatomic condition of the residual 
parenchyma. 


Anatomic Study of Synthetic Vascular Prostheses. 
P. Gauthier-Villars and P. Ganter. Presse méd. 
67:763-764 (April 18) 1959 (In French) [Paris]. 


The authors made an anatomic study of the grafts 
of Ivalon implanted in the proximity of the aorta 
in 4 dogs, which were killed from 10 to 14 months 
after the operation. At the time of the intervention 
blood flowed promptly into the porous prosthetic 
material, from several seconds up to 2 minutes 
after the operation. A coating of fibrin and blood 
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cells, which had formed on the outer wall of the 
graft, stopped the blood inflow. A coating of fibrin, 
from 1 to 2 mm. in thickness, covered the inner 
wall of the graft from 1 to 2 hours after the op- 
eration. Connective tissue from the adjacent areas 
penetrated into the space filled in afterwards by 
fibrin. There was no trace of a granulomatous or 
an inflammatory process taking place where the 
graft and the host tissue were joined. Formation 
of thrombosis was very rare. 

In the course of the third month after implanta- 
tion of the graft, the inner coating of tissue in the 
prosthetic tube became smooth and glossy; it is 
difficult to say whether this could be considered as 
a formation of a new endothelium. The grafts were 
permeable, and there was no evidence of inflammna- 
tion in the adjacent area from 10 to 14 months after 
the operation. The lacunas in the graft either were 
empty or were filled with connective tissue. The 
graft was surrounded by tissue, which was con- 
tinuous with the aortic adventitia of the host. The 
anastomotic areas presented intrusion, but not 
fusion, of the newly formed graft fibers into the 
host tissue. A conjunctival-hyaline tissue joined the 
curved extremity of the artery with the fibrous layer 
on the internal wall of the graft. The risks of throm- 
boses or intolerance of the host tissue to the graft 
were minimum. Long-term inspections of operations 
in which Ivalon or other types of graft have been 
used as synthetic vascular prostheses will reveal 
whether this material is cancerogenic, as intimated 
by Oppenheimer and co-workers. 


Relationship of Peptic Esophagitis to Spontaneous 
Rupture of Esophagus. J. M. Dorsey, R. P. Hohf 
and T. E. Lynn. A. M. A. Arch. Surg. 78:878-888 
(June) 1959 [Chicago]. 


This report is concerned with observations on 9 
patients with spontaneous rupture of the esophagus, 
observed at the Evanston (Ill.) Hospital from 1946 
through 1957. Correct diagnosis was made in 4 of 
the patients, and operative repair of the esophageal 
tear performed. All these patients survived. In the 
remaining 5 patients the diagnosis of an esophageal 
rupture was established at autopsy. The majority 
of the patients were middle-aged. However, 3 were 
under the age of 5 years, and one surgical patient 
was only 3 days old. Spontaneous rupture of the 
esophagus refers to esophageal perforation in which 
there has not been direct external trauma to the 
esophagus. These cases differ from the much larger 
group of esophageal perforations that are secondary 
to instrumentation. 

Spontaneous rupture of the esophagus is an acute 
surgical emergency. The rupture usually takes place 
during an episode of vomiting. An element of peptic 
esophagitis may be a predisposing factor. Initially, 
severe lower substernal, lower chest, or epigastric 
pain is prominent. There may be associated upper 
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abdominal tenderness and guarding. Lower esoph- 
ageal rupture should be considered in the evalua- 
tion of an acute upper abdominal syndrome. The 
patient appears critically ill, and a moderate to 
marked degree of shock is common. Within a short 
time the features of mediastinitis, with or without 
associated hydropneumothorax, predominate. Their 
appearance roentgenographically substantiates the 
diagnosis. Prompt thoracotomy, with closure of the 
rupture and adequate drainage of the pleural space, 
is the treatment of choice. Early recognition and 
treatment are essential if one is to reduce the mor- 
bidity and mortality of this condition. 


Balanced Operations for Esophagitis Associated 
with Esophageal Hiatal Hernia. J. K. Berman and 
E. J. Berman. A. M. A. Arch. Surg. 78:889-896 (June) 
1959 [Chicago]. 


The authors use the term “esophageal hiatal 
hernia” to describe the so-called sliding or short 
esophageal type, and they define this as a cephalad 
displacement of the cardia of the stomach above 
the diaphragm. This particular type of hernia is 
primarily a malfunction of several of the derivatives 
of the foregut, the parts of the alimentary canal 
nourished mainly by blood from the celiac axis and 
concerned primarily with digestion. Therefore, in a 
significant number of patients there is an associa- 
tion of hiatal hernia with esophagitis, duodenal or 
gastric ulcer, biliary tract disease, and pancreatitis. 
Moreover, it is well to look upon the foregut deriva- 
tives as having a common mucous-gland system. 
Esophageal hiatal hernia may be asymptomatic, 
but the history of patients with associated esoph- 
agitis is usually a long story of one or many of 
the following complaints: postprandial pain and 
discomfort, substernal burning (heartburn), dys- 
phagia, pyrosis, dyspnea, anginoid attacks, regurgi- 
tation, aspiration with cough (particularly at night), 
vomiting, or hematemesis. 

The authors underscore the fact that only a small 
percentage of patients with esophagitis and hiatal 
hernia need surgery, and that every patient should 
receive an adequate trial on medical management 
before any operative procedure is done. If the dis- 
ease is refractory, if complications occur, or if as- 
sociated lesions are present, surgery is indicated. 
In attempting to remedy the malfunction, operations 
must be balanced so that there will be (a) a restora- 
tion of the normal position of the esophagus and 
stomach, (b) a normal esophagogastric angle (angle 
of His; plica cardiaca), (c) a reduction in hyper- 
acidity, (d) a ready egress of gastric contents 
through a widely opened pylorus (relieving intra- 
gastric pressure), and (e) a correction of any asso- 
ciated disease of the foregut. With this procedure 
the authors have obtained uniformly good results 
in a series of 19 consecutive patients who have been 
followed from 6 months to 8 years. All the patients 
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except one have been relieved of their distressing 
symptoms, and this one is now improved and does 
not have esophagitis. There has been no recurrent 
herniation, and no patient has required further 
esophageal dilatation. An addendum to this paper 
states that 9 additional patients with esophagitis 
and hiatal hernia have been treated with balanced 
operations. Clinical results to date have been ex- 
cellent. 


Strictures of the Common and Hepatic Bile Ducts: 
A Study of More than Four Hundred Operations. 
with One- to Twenty-Five-Year Follow-Up. W. 
Walters, ]. W. Nixon Jr. T. E. Hodgins and J. A. 
Ramsdell. A. M. A. Arch. Surg. 78:908-915 (June) 
1959 [Chicago]. 


Follow-up studies were made by the Mayo Clinic 
on 265 patients who had undergone 308 operations 
for stricture of the bile ducts. All the operations 
were performed by the senior author. The patients 
were divided into 2 groups to contrast the 5-to-23- 
vear results with the 1-to-5-vear results. In the 
long-term group 19] patients, who had had 217 
operations, replied to the questionnaire, and in the 
short-term group 74 patients, who had had 91 op- 
erations, were included. Approximately 20% of the 
patients had had 2 or more operations for stricture 
performed by the senior author. Excellent and good 
results followed 61% of the operations m the long- 
term group and 73% of thase in the short-term 
group. Fair results were obtained in an additonal 
7 and 8% respectively. 

The results from choledochocholedochostom 
(duct-to~duct) and from choledochoduedenestom 
were practically the same im each sees, with good 
ar excellent results from 68 and 69%. respectively. 
in the long-term group. and from $3 and 82% im the 
short-term group. These operations made up the 
major portion of the operations. although hepatico- 
choledachostomy and hepatcoduadenostomy. both 
single and double, with single ar double hepatico- 
were pert armed in appreciable num- 
bers of cases with almost egualh good results. even 
in the 30 cases in which ft was necessary to dissect 
wut both hepatic ducts from the bwer parenchwma 
m order to anastomose them to the duodenum ar 
jejunum. The best results. m general. followed the 
vse at T-tubes as prosthetic devices left in the 
anastomoss trom to months 

O# the 52 women in the short-term follow-up 
group. 4 had pregnancies that went to term afte: 
operation. Many of the patients with geod and ex- 
cellent resuks have reported 2 or 3 episades at 
cholangits the first vear after operation. these then 
disappeared. Ths observation important. because 
it attacks contmue om worsen. means obstructim 
of the anastamoss. and further operation is usualin 
necessary. Hts of mterest that stricture was due t 
surgical Imjury im al! nt one of the 265 patients 
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studied; in the one exception it was due to external 
trauma to the abdomen. Late deaths were due 
largely to severe cirrhosis, with and without hepa- 
titis present at the time of operation, or to unre- 
lated causes, such as cardiovascular lesions. 


Lymphocysts: A Complication of Radical Pelvic 
Surgery. F. Rutledge, G. D. Dodd, Jr. and F. B. 
Kasilag, Jr. Am. J. Obst. & Gynec. 77:1165-1175 
(June) 1959 [St. Louis]. 


A frequent serious postoperative complication of 
pelvic lymphadenectomy is an accumulation of fluid 
in the retroperitoneum at the dissection site. The 
resulting Iymphocyst formation produces varying 
pressure effects on the ureters, bladder, rectosig- 
moid, and blood vessels and is considered respon- 
sible for a prolonged postoperative morbidity. 
Pelvic lymphadenectomy was performed on 24] 
patients, §1 of whom also underwent hysterectomy, 
at the M. D. Anderson Hospital and Tumor Insti- 
tute of the University of Texas, in Houston, be- 
tween January, 1955, and July, 1955. Most of the 
patients had squamous-cel! carcinoma of the cervix. 
Lymphocysts developed in 65 of the 25] patients, 
an incidence of 24%. 

There is no relationship between the incidence 
of hymphocyst formation and the stage of the car- 
cinoma. though the incidence of the lymphocyst 
formation seems to be in direct proportion to the 
extent of the pelvic dissection. The greater the 
number of pelvic nodes removed, the higher is the 
incidence of lvmphocyst formation, and. further- 
more, the greater the number of cancer-pusitive 
nodes removed in performing lymphadenectomy, 
the higher the incidence of lymphocys: formation. 
It also seems that the imcidence of lymphocyst for- 
mation as substantially higher when hwmphadenec- 
tomy follows complete radiation therapy than it is 
atter primary radical bysterectomy with bilateral 
node dissection. The chmical importance of a 
phocyst is determined by its size and location. The 
smaller cvsts are well tolerated and tend to regress 
spontaneoush. Svmptoms attributable to 
cysts do mat become eviaent chnicaily until the 
usual posteperatiwe discomfort has subsided. Of 
the GS patients with hwmphucyst formation, the 
conditions af 34 were diaguosed by the third 
postoperatiwe week. The actual extent awd sig- 
nihcance at the jvmphocyst fanmation cau best be 
demomstrated by radiograpiue methods. The effect 
on the urmary tract and the colon best demoun- 
strated by pvelograpiuc and banum-eneme ¢xami- 
nation. While the imitia! symptoms prolong pust- 
operative morbidity. the late compilicatious ar 
most important trom the stamdpour of surviwal 
Among these are obstructive uropatin wath uremic 
mtestma! obstruction. fstule formation. awd 
tion of the The comme: differentia! 
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diagnoses are those of urinary retention, cystitis, 
hematoma, infection of the incision, and throm- 
bophlebitis. 

The patients in this series were given trypsin, 
5 mg. intramuscularly, twice daily for 5 to 8 days. 
The injections were given in the gluteal muscle, 
starting the day before or immediately after the 
operation. The use of this drug did not reduce the 
incidence of lymphocysts, but their average size 
was reduced. Immediate, though temporary, relief 
can be obtained by aspirating the fluid, which 
should be repeated several times. Secondary infec- 
tion of the lymphocysts requires strict sterile tech- 
nique. Incision and drainage through the lower 
abdominal wall or through the vagina are advised 
if the lymphocysts become infected. Early incision 
and drainage are required if the lymphocysts ob- 
struct the ureter and damage the kidney. Efforts to 
develop a method of prevention have not been 
wholly successful. It seems reasonable to make an 
effort to ligate those large lymphatic channels that 
are encountered during the dissection. Near the 
entrance to the femoral canal, and along the ob- 
turator nerve near its exit, large Iyvmph vessels can 
often be identified and ligated. 


Malignant Melanoma of the Anorectum. S. H. Q. 
Quan, J. E. White and M. R. Deddish. Dis. Colon & 
Rectum 2:275-283 (May-June) 1959 [Philadelphia]. 


The authors reviewed the records of all patients 
observed from 1929 to 1954 on the rectum and 
colon service of the Memorial Center for Cancer 
and Allied Diseases, New York City. Among a total 
of 4,500 patients with malignant tumors of the 
anorectal region, there were 21 (or less than 0.5%) 
with malignant melanoma. This incidence and the 
fact that only 117 cases of malignant melanoma of 
the anorectal region have been reported in the 
English medical literature show the relative rarity 
of the lesion. The ages of the 21 putients (11 men 
and 10 women) ranged from 27 to 85 years, all but 
2 of them being over 40. The majority of the pa- 
tients had the sensation that an abnormal mass was 
present, which was believed to be hemorrhoids or 
polyps, until the true nature of the lesion was de- 
termined by histological examination. Rectal bleed- 
ing was noted in 14 patients. The bleeding was 
usually minor in quantity but steady or recurrent, 
and not unlike that seen in patients with bleeding 
hemorrhoids. Some type of change in bowel habits 
was mentioned by 9 patients. 

The primary tumor varied in apearance from a 
small, benign-looking, grape-like growth at the 
mucocutaneous junction to a large, ulcerating, 
deeply pigmented tumor occluding the anus. The 
smallest was a pigmented mole overlying a 1-cm. 
area of induration, and the largest was 6 cm. or 
more in diameter, completely obstructing the lumen 
of the rectal outlet. The majority of the tumors were 
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not ulcerated, and were 3 to 5 cm. in their greatest 
diameter. At least 10 tumors were pigmented suffi- 
ciently to be visible to the unaided eye, the degree 
of pigmentation varying from a light gray to a 
violaceous black color. Six tumors showed only 
microscopic pigment, and 6 others were diagnosed 
histologically by the pathologist as amelanotic 
melanoma. In 19 of the 21 patients the melanoma 
arose in the anal skin or from the mucocutaneous 
junction, and if the rectal mucosa was involved, it 
was so only by upward extension. In several cases, 
although the greater part of the tumor was situated 
in the rectum, the lower border of the lesion was 
attached to the dentate line. In only 2 cases did the 
melanoma unquestionably arise in the glands of 
the rectal mucosa. Clinical evidence of metastasis 
developed in at least 12 patients while they were 
under observation, and none of these lived more 
than 12 months after the onset of metastasization. 

Treatment varied in the course of years. In the 
1930's local removal of the melanoma was com- 
bined with either external roentgen irradiation or 
with the application of radium. The longest sur- 
vival with this treatment was 20 months. In the 
early 1940's a diverting colostomy was added to 
the therapeutic procedures, and one patient treated 
in this manner lived 48 months. The next method 
employed was abdominoperineal resection of the 
rectum, and this operation was followed by the 2 
longest survivals in this series, namely, 60 and 96 
months. When in 1950 lymph node dissection was 
added to the abdominoperineal resection of the 
rectum, the survival time decreased rather than 
improved. The authors feel that preoperative ex- 
ternal irradiation, followed by abdominoperineal re- 
section of the anorectum, or abdominoperineal 
resection of the anorectum, without irradiation, 
seems to be the treatment of choice. The average 
survival time of patients in this group was 33 
months. 


Anastomosis of Superior Vena Cava and Pulmonary 
Artery in the Surgical Treatment of Certain Con- 
genito] Defects of the Heart. A. N. Bakulev and 
S. A. Kolesnikov. J. Thoracic Surg. 37:693-702 (June) 
1959 [St. Louis]. 


The authors report on a 5-year-old boy with the 
tetralogy of Fallot, who was operated on in the In- 
stitute of Thoracic Surgery of the Academy of Med- 
ical Sciences of the U. S. S. R., in Moscow, and in 
whom an anastomosis was performed between the 
superior vena cava and the pulmunary artery. The 
anastomosis was made with the aid of a stitcher with 
tantalum staples. The postoperative course was 
smooth. Cyanosis began to decrease from the first 
postoperative day and disappeared entirely by the 
time of discharge on the 17th postoperative day. Of 
41 additional patients in whom an anastomosis was 
placed between the superior vena cava and the 
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pulmonary artery, 14 died during the operation or 
in the postoperative period, 4 of them on the op- 
erating table, 7 within the first 24 postoperative 
hours, and 1 each on the 2nd, 3rd, and 45th post- 
operative day respectively. This relatively high 
mortality rate may be explained not so much by 
the surgical trauma itself as by the imperfect tech- 
nique and anesthesia, which later was perfected. 
In 6 patients death was due to acute hemorrhage, 
and in 2 additional patients it was due to acute 
hypoxia resulting from poor function of the anasto- 
mosis because of disparity of the lumens of the 
anastomosed vessels. In these 8 patients postopera- 
tive mortality could thus be explained by defects 
of the surgical technique and by wrong indications 
for surgery. The postoperative course was smooth 
in those patients who stood the operation well. 

Although the authors’ experience with the sur- 
gical treatment of congenital heart disease with 
decreased pulmonary circulation by placing an 
anastomosis between the superior vena cava and 
the right branch of the pulmonary artery is limited, 
they feel justified in drawing the following conclu- 
sions: 1. The use of such an anastomosis for the 
treatment of patients with insufficiency of pulmo- 
nary circulation has demonstrated its usefulness 
and effectiveness in the treatment of such cardiac 
lesions. 2. This operation is not excessively com- 
plicated and can be performed by any thoracic 
surgeon who has mastered the technique of vascu- 
lar suture. 3. The advantages of this operation as 
compared with the interarterial anastomosis are 
as follows: decrease in the overload of the right 
ventricle; decrease in the overload placed on the 
system of the pulmonary artery, which leads to the 
subsequent sclerosis of the pulmonary vessels; con- 
siderable increase in the quantity of oxygenated 
blood; avoidance of recirculation of the blood 
through the interarterial anastomosis; and avoid- 
ance of endarteritis, which supervenes occasionally 
at the site of the interarterial anastomosis. 


Dupuytren’s Contracture: A New Concept of the 
Pathogenesis Correlated with Surgical Manage- 
ment. J. V. Luck. J. Bone & Joint Surg. 41A:635-664 
(June) 1959 [Boston]. 


The author, who has studied palmar and plantar 
Dupuytren’s contracture since 1936, feels that the 
factor of heredity is the best established of all 
potential etiological factors, and that neither chronic 
inflammation, nor trauma, nor neurological or psy- 
chological factors are primary etiological agents in 
this disease. His interpretation of the pathological 
anatomy of Dupuytren’s contracture and his con- 
cept of the pathogenesis were evolved from the 
study of tissues from more than 200 hands and 28 
feet with Dupuytren’s contracture. The initial and 
essential lesion is a focus of proliferating fibroblasts. 
A focus may exist as a solitary lesion in the palmar 
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or plantar fascia, but multiple foci are the rule. In 
most instances, the fibroblastic focus creates a 
palpable nodule. The fibrous cords form subsequent 
to the nodule and are related to its involution. The 
author differentiates a proliferative, an involutional 
(contracting), and a residual stage in the develop- 
ment of Dupuytren’s contracture. 

In the proliferative phase, the nodule is a focus 
of fibroblasts which resembles a fibroma. Nodules 
may be solitary or multiple. Multiple nodules 
coalesce and form a plaque. While the nodules ap- 
pear to originate in, or to be superficial to, the 
palmar fascia, they expand toward the surface. This 
creates a protruding mass easily identified by the 
palpating finger. During expansion toward the sur- 
face the nodule first replaces the subcutaneous 
adipose tissue and then the deep layers of the skin. 
With attachment to the palmar aponeurosis and to 
the undersurface of the skin, the stage is set for the 
contraction of the involutional process to create a 
reactive fibrous cord. The contraction of the nodule 
creates the most prominent aspect of Dupuytren’s 
contracture—the flexion contractures of the palm 
and fingers. As collagenization and contraction 
evolve, the nodule becomes smaller and draws in 
or puckers the surrounding skin. In addition, it may 
become anchored to an underlying tendon sheath 
or joint capsule. If, for example, a nodule is over a 
metacarpophalangeal joint, the contracture draws 
the metacarpophalangeal joint into flexion. The 
cord of Dupuytren’s contracture represents reactive 
functional hypertrophy in response to the repeated 
tension stresses on the band of fascia from which 
the nodule took its origin. The fibrous cords grow 
large in persons who use their hands a great deal. 
As involution progresses, the nodule becomes less 
well defined until it disappears, leaving only a focus 
of dense adhesions and the reactive proximal 
fibrous cord which is almost acellular and tendon- 
like. This is the residual stage, during which it is 
not to be expected that vitamins, hormones, roent- 
gen-ray therapy, splints, and various types of physi- 
cal therapy would have any significant influence. 
Nonoperative methods are advisable only if the 
disease is still active and the nodules are in either 
the proliferative or the early involutional stage. 
The results of the injection of hydrocortisone ace- 
tate into nodules have been disappointing. 

According to the method of surgical management, 
which is based on the author's concept of patho- 
genesis, it is not necessary to do a radical excision 
of all of the palmar fascia and associated fibrous 
cords, it is necessary only to excise the nodules 
completely. If Dupuytren’s contracture is in the 
involutional stage, procedures which do not include 
excision of the nodules, such as subcutaneous fasci- 
otomy, will usually be followed by at least a partial 
recurrence of the contracture. Subcutaneous fasci- 
otomy is applicable, however, after the nodules 
have undergone involution, and there are fascial 
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cords proximal to the nodules. These cords can be 
resolved by subcutaneous fasciotomy. Operations, 
based upon the stage of the pathological process, 
were carried out during a 10-year period on 206 
hands of 154 patients. The over-all results were 
good in 164 hands (79.6%), fair in 29 (14.1%), and 
poor in 13 (6.3%). 


Current Status of Surgical Treatment of Ventricular 
Septal Defect. D. A. Cooley. Dis. Chest 35:651-662 
(June) 1959 [Chicago]. 


Of a collected series of 345 patients undergoing 
operation during bypass for a variety of congenital 
and acquired cardiovascular lesions, 130 had iso- 
lated ventricular septal defect, which appears to 
be the commonest congenital cardiac defect requir- 
ing open heart surgery. Analysis revealed highly 
satisfactory results among those between the ages 
of 2 and 15 years. Among 71 patients in this age 
group there were 5 deaths, or a mortality of 7%. 
During infancy the risk of operation is substantially 
higher. However, a salvage of 70% of patients less 
than 2 years of age justifies operation even in these 
critically ill patients. 

Pulmonary hypertension is frequently associated 
with ventricular septal defect. As pulmonary vas- 
cular resistance increases in these patients, reversal 
of the intracardiac shunt may lead to cyanosis. The 
extent of pulmonary vascular changes influences 
the risk of operation. Although patients with a so- 
called Eisenmenger’s complex, associated with 
cyanosis, clubbed nails, polycythemia, and right 
ventricular hypertrophy, are not satisfactory candi- 
dates for surgical treatment, the author operated 
successfully on a number of patients with balanced 
or combined left-to-right and right-to-left shunts. 
Future developments may help control the phy- 
siological effects of the increased pulmonary vas- 
cular resistance and thus make possible operative 
correction in almost all patients with ventricular 
septal defects. 


Etiology and Pathogenesis of Dupuytren’s Contrac- 
ture. W. Heim and H.-G. Buchberger. Chirurg 
30:212-216 (May) 1959 (In German) [Berlin]. 


Reviewing the history of contracture of the 
palmar fascia after its first description by Dupuy- 
tren in 1832, the authors mention several theories 
that have been advanced with regard to its etiology 
and pathogenesis. Its familial occurrence was noted 
early and suggested a hereditary etiology. Chronic 
trauma as a possible eliciting factor was also sug- 
gested by some of the early investigators. Increased 
irritability of the sympathetic nervous system, re- 
sulting from various causes, including toxic (alcohol, 
nicotine, lead), but particularly from osteochon- 
dritic changes in the cervical portion of the verte- 
bral column, with contracture of the intervertebral 
foramens, has been suggested by several investi- 
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gators as possibly contributing to the development 
of the contracture of the palmar fascia. Changes in 
the central or peripheral nervous systems, tumor 
formation, reparative proliferation, and microtrau- 
matic ruptures of fibers of the palmar aponeurosis 
are other etiological or pathogenetic factors that 
have been mentioned. 

The authors investigated etiological factors in 76 
patients with Dupuytren’s contracture, and found 
that 3 factors were encountered most frequently, 
although they did not always concur; these were 
hereditary predisposition, trauma, and abnormal 
tonus of the sympathetic nervous system. A heredi- 
tary tendency could be demonstrated in 12 of the 
76 patients (15.8%), but since many of the parents 
of the patients had already died when the lesion 
became evident in the patients, and since their own 
children had not yet reached the age of manifesta- 
tion, it is assumed that the incidence of the heredi- 
tary tendency is probably greater than 15.8%. 
Investigating the role of trauma as a possible etio- 
logical factor, the authors found that in 56 of their 
76 patients occupations or sport activities were such 
as to involve chronic trauma to the palmar surface. 
It proved difficult to demonstrate increased irrita- 
bility of the sympathetic nervous system, although 
investigations were made on the vascular nervous 
systems. Earlier reports on the higher incidence of 
Dupuytren’s contracture in brewery workers and 
in epileptic patients could be corroborated, but the 
incidence in epileptic patients was not as high as 
indicated in earlier reports. The authors feel that 
the development of Dupuytren’s contracture in the 
epileptics indicates that toxic effects, in this case 
from drugs given to suppress the convulsive attacks, 
play a part in the etiology. They conclude that the 
pathogenesis of Dupuytren’s contracture is a com- 
plex process in which several etiological factors are 
involved. 


A Clinical Study of 1,000 Consecutive Cases of 
Mitral Stenosis Two to Nine Years after Mitral 
Valvuloplasty. L. B. Ellis, D. E. Harken and 
H. Black. Circulation 19:803-820 (June) 1959 [New 
York]. 


A study is presented of 1,000 patients with pre- 
dominant mitral stenosis, who were operated on 
by valvuloplasty between 1949 and 1956. This 
series included 4 groups. There were no patients 
in group 1, that is, patients without significant 
symptoms. Group 2 included 19 patients who were 
somewhat handicapped by symptoms but were 
able to carry on a sedentary occupation, and the 
condition was not progressive. The 711 patients in 
group 3 suffered mainly from pulmonary symptoms, 
which were usually progressive in nature, and were 
sufficiently handicapped, so that ordinary activities 
were significantly limited. If these patients had had 
overt congestive failure, it had been because of 
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some unusual precipitating cause, such as preg- 
nancy or a serious infection, and they had rapidly 
recovered from it. Group 4 was comprised of 270 
patients with more severe symptoms, who were 
mostly cardiac invalids suffering from chronic con- 
gestive failure or who were maintained in a pre- 
carious state of compensation only by vigorous 
medical means. All but 2 of the 913 survivors of 
the operation have been followed at least one year, 
and most of them up to the latest anniversary of 
their operation from 2 to 8 years ago. 

The survival of the patients was better than 
would have been expected under medical manage- 
ment. Sixty-nine per cent of the survivors of the 
operation in groups 2 and 3 improved, and 55% of 
those in group 4. The percentage improved has 
tended to drop somewhat with succeeding years 
of follow-up. In group 3, fibrillating patients and 
those over 40 years of age did less well than those 
in normal rhythm or under 40. With increasing 
degrees of mitral insufficiency, the differences were 
more striking at the end of 5 years than at the end 
of 1. Patients with preoperative tight mitral steno- 
sis did better than those whose stenosis was less 
severe. The presence of associated valve disease 
(usually aortic) of mild degree did not affect the 
ultimate outcome. The “postoperative” or “post- 
commissurotomy” syndrome occurred in an esti- 
mated 30.8% of patients, but its presence did not 
have any bearing on the results. A group of 228 
patients whose condition deteriorated after sub- 
stantial improvement persisting at least one year 
were analyzed. Factors that were found in a sig- 
nificantly higher percentage of these patients than 
in those who maintained their improvement were 
mitral insufficiency, unsatisfactorily performed val- 
vuloplasty, and rheumatic fever occurring since the 
operation. 


Interventricular Septal Defects with Associated 
Major Vascular Anomalies: Report of Three Cases. 
G. Robinson, P. Glotzer, M. Gilbert and others. 
Am. J. Cardiol. 3:746-753 (June) 1959 [New York]. 


The authors present the histories of 3 patients, 
ranging in age from 6 to 9 years, who were sub- 
jected to open heart repair of interventricular septal 
defects, and in whom unusual associated anomalies 
were simultaneously corrected. An extracorporeal 
pump oxygenator of the DeWall type was used in 
all 3 operations, and elective cardiac arrest was 
induced with the aid of potassium citrate. In the 
first of the 3 patients the preoperative diagnosis 
was complete and correct. At operation a true right- 
sided aortic arch was found with a retroesophageal 
patent ductus arteriosus entering the left pulmo- 
nary artery. The left subclavian artery arose from 
the superior aspect of the ductus arteriosus and 
ascended along the left side of the superior medi- 
astinum. The ductus arteriosus was divided at its 
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insertion into the left pulmonary artery. Blood 
samples drawn from the right atrium and right 
ventricle after division of the ductus confirmed the 
presence of a large interventricular shunt. Cardio- 
pulmonary bypass was then established with arte- 
rial perfusion through the right femoral artery, 
followed by elective cardiac arrest. Right ventricu- 
lotomy revealed a 2-cm. defect in the ventricular 
septum completely concealed by the septal leaflet 
of the tricuspid valve. The chordal attachments of 
the septal leaflet to the ventricular septum were 
divided to visualize the defect. The defect was 
closed with 8 closely placed 3-0 silk sutures. The 
divided chordae tendineae were repaired. The 
postoperative course was uneventful. 

In the other 2 patients the preoperative diagnosis 
was not complete. In the second patient the 
anomalous pulmonary venous drainage was not 
diagnosed preoperatively. At operation the right 
ventricle was found to be greatly enlarged. A large 
anomalous left upper lobe pulmonary vein was 
seen to drain into the left innominate vein. The 
remainder of the pulmonary venous drainage was 
normal. After cardiopulmonary bypass was estab- 
lished and arterial perfusion performed through the 
left subclavian artery, and after elective cardiac 
arrest was established, right ventriculotomy re- 
vealed a defect in the outflow tract of the right 
ventricle, which was closed. A side-to-side anasto- 
mosis was then made between the left atrial ap- 
pendage and the anomalous left superior pulmonary 
vein. The anomalous vein was then ligated and 
divided at its insertion into the left innominate vein. 
In the third patient clinical and laboratory methods 
of investigation established the diagnosis of coarc- 
tation of the aorta and interventricular septal de- 
fect preoperatively, but the patency of the ductus 
arteriosus was not detected. The findings at opera- 
tion were those of a typical coarctation of the aorta 
with patent ductus arteriosus. The ductus was di- 
vided, and the coarctation was excised. An end-to- 
end anastomosis was then performed between the 
divided ends of the aorta. Cardiopulmonary bypass 
was established with arterial perfusion performed 
through the left subclavian artery. Ventriculotomy 
revealed a 7-mm. defect in the inflow tract of the 
right ventricle. This was closed. The subclavian 
artery was repaired after removal of the catheter. 
The postoperative course was uneventful. 


Treatment and Results of Perforated Gastroduo- 
denal Ulcer: A Statistical Contribution. G. Belloli. 
Minerva chir. 14:432-435 (April 30) 1959 (In Italian) 
(Turin, Italy]. 


The author made a statistical investigation in a 
group of 100 male patients, aged between 20 and 
66 years, all of whom but one underwent an emer- 
gency operation for a perforated gastroduodenal 
ulcer during the period between 1947 and 1956. 
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The incidence of the disease tended to increase 
progressively throughout this period. There were 
only 3 operative deaths. One patient died of hemor- 
rhage a month after the operation. Perforation 
recurred in 3 patients from 4 to 5 years after the 
operation. Of 94 patients available for follow-up, 
results were very good in 14, good in 23, moderate 
in 12, fair in 5, and poor in 34. Long-term post- 
operative results were slightly better in patients 
with duodenal than with gastric ulcer. Perforation 
of acute gastroduodenal ulcer was present in about 
_ one-fifth of the patients, most of whom were under 

the age of 30. Long-term postoperative results were 
better in patients with acute than with chronic 
variety of the disease. The incidence of the disease 
was higher among manual than among white-collar 
workers. Long-term postoperative results were bet- 
ter among white-collar than among manual workers. 

The emergency operation consisting of a suture 
with omentopexy gave the best results as a lifesav- 
ing procedure, whereas resection was better than 
the former to prevent recurrence. If resection were 
contraindicated, suture with omentopexy was prob- 
ably the best choice. Operation by the technique 
of Taylor presented a higher operative risk, and its 
long-term results were not superior to other surgical 
procedures. 


Elbow Out of the Window Injuries: A Follow Up 
Study of 50 Cases. G. R. Rieth. J. Louisiana M. Soc. 
111:220-223 (June) 1959 [New Orleans]. 


An elbow-out-of-the-car-window injury can vary 
from a mild abrasion to a devastating crushing 
avulsion resulting in amputation. The author re- 
views observations on 50 patients treated at the 
Charity Hospital of Louisiana, in New Orleans, 
over the last 10 years for injuries sustained from 
riding with the elbow out of an automobile win- 
dow. Tables analyzing various aspects of the in- 
juries showed that most of them were multiple 
fractures. Seven patients had combined fractures 
of the shaft of the radius, ulna, and humerus with 
or without dislocation of the elbow; 6 had fractures 
of the radius and ulna with or without dislocation 
of the elbow; 5 had fractures of the olecranon and 
humerus; 5 had Monteggia’s fracture-dislocation 
and fracture of the humerus; and 15 had fractures 
of single arm bones. Many of these injuries pre- 
sented large soft tissue avulsions and extensive 
neurovascular lesions. Muscle avulsions were ob- 
served in 16 patients; injuries to the radial, median, 
or ulnar nerves, in 18 patients; arterial injuries, in 
4 patients; and various dislocations, in 19 patients, 
13 of which involved the radial head. 

Since the majority of injuries were of the open 
type, thorough debridement was necessary in 35 
patients. Open reduction was employed in 23 pa- 
tients; internal fixation, in 13; bone grafting, in 10; 
and amputation, in 5. Excisions, grafting, and ar- 
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throdesis were necessary in a few patients. From a 
review of the results, the author gained the im- 
pression that in these injuries, where skin coverage 
is possible, where contamination is not excessive, 
and where loss from comminution is minimal, a 
definitive procedure would be in order at the time 
of debridement, to reassemble the fragments, main- 
taining them in their proper relationship by in- 
ternal fixation if necessary. This gives the best 
chance for early recovery of function and lessened 
over-all disability. is 


An Attempt to Prolong the Time-Limit of Car- 
diotomy Under Hypothermia by Perfusion of the 
Brain and Provoked Cardiac Arrest. P. Michaud, 
E. Saubier, H. Viard and others. Semaine hop. 
Paris 35:1845-1849 (May 28) 1959 (In French) 
[Paris]. 


Experimental studies were carried out in dogs 
in an attempt to prolong the 8-minute time-limit 
imposed in cardiotomy under hypothermia. Cool- 
ing of the dogs was kept within the admitted limits 
of 30 C (86 F), but in order to obtain prolongation 
of the circulatory arrest, the protection of the brain 
and the heart had to be assured. This was realized 
by a permanent cerebral perfusion, by means of a 
sigma-motor pump, utilizing blood previously ob- 
tained from a donor that had been given heparin 
sodium and an overdosage of oxygen. The blood 
was collected in silicon flasks. Cardiac arrest was 
obtained, after clamping the ascending aorta, by 
an injection above the clamp of potassium citrate 
combined with heparinized oxygenated blood. 
Cerebral perfusion was performed by directing the 
blood toward the brain by means of a simultaneous 
triple clamping of the aorta above the right brachio- 
cephalic trunk and below the left subclavian artery, 
the perfusion being given into the right subclavin 
artery below the 2 carotid arteries. 

At the beginning, the amount of blood given was 
about 3 to 4 cc. per minute per kilogram of the 
dog’s body weight. In order to save blood, and also 
to take advantage of the hypothermic protection of 
the brain, perfusion was always begun with a slight 
delay of 3 to 5 minutes after clamping, or in prac- 
tice immediately after dilatation of the pupils had 
started. It was continued without interruption for 
20 minutes, which period was arbitrarily deter- 
mined by the authors as the duration of circulatory 
interruption. Simultaneously, the cerebral venous 
reflux was assured by simple gravity into a measur- 
ing glass. Overcharge and brain stasis were avoided 
by the fact that venous return flow was always 
fairly exactly the same quantity as that of the per- 
fused blood. After the 20 minutes, the heart had to 
take over both its own circulation and that of the 
brain. It is, therefore, important that a vigorous 
cardiac activity with normal tonicity and rhythm be 
rapidly restored. 
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The experiments were successful in 7 out of 12 
dogs. An important factor in ensuring a good car- 
diac reanimation is that coronary perfusion should 
be as large as possible at the time of reactivation 
of the heart. Induced cardiac arrest does not seem 
to be incompatible with hypothermia, although it 
increases the risks involved. The main inconveni- 
ence of this technique is that a large amount of 
stored blood is needed in order to ensure an ade- 
quate supply for the coronary circulation after the 
cerebral circulation has been provided for. 


Considerations on Primary Tumors of the Gastric 
Stump after Resection for Ulcer. C. Colizzi and 
L. Servadio. Chir. gen. 8:150-169 (March-April) 1959 
(In Italian) [Pisa, Italy]. 


The authors discuss the incidence of primary 
tumor of the gastric stump in 8 patients, 5 of whom 
had previously been operated on for gastric ulcer 
and 3 for duodenal ulcer. Symptoms of the tumor 
appeared during a period of from 6 to 16 years 
after the operation for ulcer in 7 patients, and be- 
fore the 6th postoperative year in 1. The patients 
were well between the operation for ulcer and the 
appearance of symptoms of the tumor. Disturbed 
digestion was the first and only symptom of the 
succeeding disease. Specific symptoms of the gastric 
tumor appeared later. Total achlorhydria was re- 
vealed in 4 patients, and the malignant process in- 
volved the total gastric stump in 4. The correct 
diagnosis of the tumor was made in most patients 
at an advanced phase of the disease. The reason 
for the belated correct diagnosis was that the symp- 
toms after the operation for ulcer were interpreted 
as postoperative manifestations of the gastric re- 
section for ulcer. The authors believe that an early 
diagnosis of primary tumor of the gastric stump 
after resection for ulcer can be made by roent- 
genologic examination with semifluid barium as 
the contrast medium. It was possible to perform a 
radical operation on 5 patients (40%). There were 
no operative deaths among the patients who under- 
went the radical operation. The survival period was 
longer among those who had the radical, rather 
than a palliative, surgical treatment. 


A Rare Case of Duodenal Ulcer with Hemorrhage 
Being the Only Symptom of the Disease in a Child, 
7 Years of Age. V. Ambrosi and A. E. Vaccato. Acta 
chir. ital. 15:469-480 (May-June) 1959 (In Italian) 
[Padua, Italy]. 


A boy, 7 years of age, was operated on for duo- 
denal ulcer. An episode of considerable melena and 
anemia with no other accompanying symptoms de- 
veloped a year and a half before the operation. 
The patient was hospitalized for 20 days and 
received coagulants which resolved the disorder. 
A roentgenologic examination of the digestive tract 
was not illuminating. The patient subsequently had 
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3 more episodes of melena, not accompanied by 
other symptoms, and coagulant therapy once more 
brought about remission of the episodes. A small 
shadow, the size of a pea, was revealed in the 
duodenum on roentgenologic examination of the 
digestive tract and was diagnosed as a duodenal 
ulcer in the course of the 4th episode of melena. 
The patient underwent a gastroduodenal resection 
by the procedure of Hofmeister-Finsterer. The op- 
eration was well tolerated by the patient, and the 
postoperative course was uneventful. The macro- 
scopic finding of the resected material was a duo- 
denal ulcer, which diagnosis was confirmed by 
microscopic examination. The authors suggest a 
medical—dietary treatment for duodenal ulcer in 
childhood before undertaking surgery. If there are 
recurrent episodes of hemorrhage and an ulcerative 
lesion, however, these are to be treated by gastro- 
duodenal resection. 


NEUROLOGY & PSYCHIATRY 


The Periodic Migrainous Neuralgia of Wilfred 
Harris. E. R. Bickerstaff. Lancet 1:1069-1071 (Mav 
23) 1959 [London]. 


The author reports on 21 men and 9 women with 
a special type of recurrent facial pain and headache 
for which the term “periodic migrainous neuralgia” 
was coined by Wilfred Harris in 1926. Twenty-three 
of the 30 patients had their first attack of pain 
before the age of 40, and the highest incidence was 
late in the third decade. One 11-year-old boy was 
the youngest on record. The age of the patients 
at the time the diagnosis was made differed strik- 
ingly from the age of onset, for many patients had 
had recurrent bouts for a long time. Only 4 patients 
had had attacks for less than one year, and 10 had 
experienced attacks for over 10 years, 2 of these for 
over 30 years. Thirteen gave a history of migraine 
which had ceased at the onset of neuralgia. Many 
patients gave a history of migraine in near relatives. 
Self-administered ergotamine tartrate injections in 
doses of 0.25 mg., 3 times daily for 5 days out of 
each week, were given to 16 patients. Twelve pa- 
tients had complete relief of symptoms from the 
first full day of injections; 2 had only partial relief 
immediately, but they obtained complete relief by 
increasing each injection to 0.5 mg. One patient’s 
nocturnal attacks ceased, but attacks developed at 
irregular and unpredictable times during the day, 
and he preferred to discontinue the injections. One 
patient was a therapeutic failure. Four patients 
vomited after each injection for the first few days, 
but this ceased spontaneously without altering the 
dose. In one 56-year-old patient shortness of breath 
on exertion and pain in the chest occurred after 
several months of treatment, but cleared on stop- 
ping the injections. In 3 patients the neuralgia was 
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completely controlled, but attacks of ordinary 
migraine returned. Horner’s syndrome developed 
on the affected side in 3 patients. 

The syndrome of periodic migrainous neuralgia 
is well documented but poorly recognized. It con- 
sists of paroxysmal unilateral facial and orbital pain 
accompanied by autonomic disturbances, arising 
with clockwork regularity, usually at night, and in 
bouts lasting several weeks, with spontaneous cessa- 
tion. The success of treatment by prophylactic 
self-administered ergotamine tartrate has been con- 
firmed. The high incidence of migraine both in the 
patients’ own past histories and in those of their 
relatives, a tendency for migraine to occur during 
control of the neuralgia, the development of mi- 
graine at the age of 16 years in the boy who was 11 
at the onset of the neuralgia and 13 when the neu- 
ralgia ceased spontaneously, and the occurrence of 
the syndrome in 2 brothers, one of whom had had 
migraine before the onset of the neuralgia, present 
sufficient evidence to support the suggestion that 
periodic migrainous neuralgia is a variant of the 
migraine symptom-complex. 


Alimemazine Tartrate (6549 RP), Its Use in Psychi- 
atric Therapy. A. Fernandez Zoila, J. Basset and 
M. Lebreton. Presse méd. 67:935-936 (May 9) 1959 
(In French) [Paris]. 


Alimemazine tartrate, an amino derivative of 
phenothiazine, is a powerful neuroleptic acting 
upon the central nervous system. Its empirical for- 
mula is CyHgO¢. Its sedative proper- 
ties make it valuable for use in psychiatric therapy. 
Fifty women who had had psychiatric illnesses for 
a long time, and who had had other treatment 
which was not successful, were given alimemazine 
tartrate in progressively increasing doses of 400 to 
600 mg. by mouth, preferably in the form of drops, 
and 150 to 200 mg. parenterally, for from 2 weeks 
to 2 months. The muscular relaxation obtained 
assured a good emotional readjustment with agree- 
able behavioral changes. The sedative action on the 
central nervous system assured regular nocturnal 
sleep unperturbed by extrapyramidal muscular 
hypertonicity, without marked somnolence during 
the day. The authors observed an antidepressive 
and hallucinolytic action with controlled euphoria 
and better social adjustment. The usual inconven- 
iences associated with treatment by chlorpromazine 
and reserpine were not observed. The only exam- 
ples of intolerance were some lipothymic tendencies 
without a lowering of blood pressure in older pa- 
tients and 2 paroxysmal epilepsies in patients with 
progressive organic disease. Doses were readjusted 
for these patients without interrupting the treat- 
ment. 

The 50 patients were divided into 4 groups. 
Group 1 consisted of 19 women with a long history 
of psychiatric illness, mostly of organic origin, who 
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were the least influenced by treatment. Group 2 
had 16 women with psychotic depression; 8 of these 
were able to leave the center (Treatment and Social 
Readaptation Center of Villejuif), and all the others 
except one showed great improvement. Group 3 
consisted of 5 women with psychoses of delirious 
or schizophrenic structure and of 2 with manic 
states, all of whom benefited greatly from treat- 
ment. Group 4 had 8 patients with psychopathic 
personalities or serious neurotic manifestations 
whose conditions were improved by treatment with 
alimemazine tartrate. 


Poliomyelitis: Southern Rhodesia, 1958. D. M. Blair. 
Centrai African J. Med. 5:219-223 (May) 1959 [Salis- 
bury, Southern Rhodesia]. 


In 1958 the author had given an account of the 
natural history of poliomyelitis in Southern Rho- 
desia since the end of the 1939-1945 war. This 
showed that in earlier years the incidence of the 
disease in the African population had not been 
high, and, in fact, not until 1957 had the African 
notifications exceeded those in non-Africans, a very 
much smaller population group. It was also clear 
that notification of nonparalytic cases was very rare 
in Africans and that it was better to compare the 
race incidence on paralytic cases only. During 1957 
the number of cases reported in each of the age 
groups, 0.4 years, 5-14 years, and 15 years and over, 
was much the same in the non-African population. 
However, in the African population the number of 
cases was far greater in the age group under 5 
years. An extensive vaccination campaign was 
launched in 1957 and was pursued in the face of 
the prevailing epidemic of poliomyelitis. The 
amount of vaccine distributed indicated that about 
all non-African (European) children, from 1 to 15 
years of age, had received at least 2 inoculations 
with vaccine. During 1958 supplies of vaccine in 
the Federation and Southern Rhodesia were freely 
available from commercial sources, without limit 
on the number of doses which could be given or 
limit on age groups which could be immunized. 

The following are the general conclusions of the 
study of the incidence of poliomyelitis in Southern 
Rhodesia during 1958: 1. The monthly incidence 
during 1958 did not resemble the experience of pre- 
vious postepidemic years, and the scatter of cases 
throughout the year seems to indicate that the dis- 
ease was still fairly active and had not settled down 
to the usual interepidemic state. 2. The higher pro- 
portion of cases among Africans seems to have 
come to stay, although the heavier attack rate 
among children under the age of 5 years remains a 
feature in this racial group. 3. Despite the extensive 
vaccination on non-Africans under 15 years of age, 
the 1958 experience of incidence by age groups 
lends no support to the view that vaccination of 
this group protects it, at least from paralytic acci- 
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dents of poliomyelitis. Of the 13 cases of polio- 
myelitis in non-Africans under 15 years of age, 6 
were in vaccinated children, 2 of whom had re- 
ceived 3 inoculations. 4. The proportion of paralytic 
attacks in the vaccinated group of Africans was 
higher than in the non-Africans who had not been 
vaccinated. 5. There was, however, some clinical 
evidence that recovery from the paralytic attacks 
in vaccinated persons was more speedy than would 
have been expected from general experience. 


Recurrent Paralytic Poliomyelitis: Report of a Case, 
Documented with Virus Isolations. S$. N. Faro. New 
England J. Med. 260:1177-1178 (June 4° 1959 
[Boston]. 


The author reports on a 3-year-old girl who had 
a mild but characteristic attack of paralytic polio- 
myelitis due to type 3 poliomyelitis virus which 
was isolated in HeLa and monkey kidney cells from 
the patient’s feces. No serologic studies were per- 
formed at that time. The patient recovered, with 
only residual weakness in the internal rotator of the 
left leg, and remained well for 9 months, until she 
awoke one morning with a stiff neck and a tem- 
perature of 103 F (39.5 C). She was readmitted to 
the Elizabeth Kenny Institute, in Jersey City, N. J., 
for considerable weakness of both legs and the ab- 
dominal muscles, and on the third hospital day she 
was in a position of opisthotonos, with almost com- 
plete paralysis of the right leg. Type 1 polio- 
myelitis virus was isolated from stool specimens ob- 
tained on the 5th, 6th, and 7th hospital days. The 
patient was treated with hot packs, stretching, and 
physical therapy and improved considerably, but 
the right leg remained partially paralyzed. A brace 
was applied to this leg, and she will probably have 
to wear it permanently. Complement-fixation tests 
were performed on 3 blood specimens; the results 
were positive for poliomyelitis virus, types 1 and 3. 
The case of this patient is believed to be the first 
reported in the literature in which it was possible 
to isolate 2 different poliomyelitis viruses from one 
such patient. It also appears to be the first reported 
case of a second attack of poliomyelitis within a 
year of the first attack. 


PEDIATRICS 


Intracranial Calcifications After Tuberculous Men- 
ingitis. P. F. Peruzzi. Riv. clin. pediat. 63:94-99 
(Jan.) 1959 (In Italian) [Florence, Italy]. 


Ten children, 6 months to 17 years of age, with 
tuberculous meningitis, who had been treated at 
the pediatric clinic of the University of Florence 
and had been followed periodically from 1947 to 
1953, presented intracranial calcifications. Nine of 
the children also presented neurological, psychic, 
or endocranial complications. The intracranial cal- 
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cifications were found roentgenologically during 
the period of hospitalization (lasting from 10 to 14 
months) in 3 patients and from 2 to 5 years after 
discharge in the remaining 7 patients. They were 
present in the choroid plexuses in 5 patients, in 
the suprasellar area in 4, and in the falx cerebri in 1. 

The author believes that an intracranial calcifica- 
tion is the result either of certain drugs, such as 
streptomycin or aminosalicylic acid, which are used 
in the treatment of tuberculous meningitis, or of a 
severe form of the disease which, especially when 
treated late, causes the formation of caseous foci 
that in time become calcified. Of the 10 patients 
described by the author, 1 had been treated with 
streptomycin and sulfone; 4, with streptomycin, 
aminosalicylic acid, and sulfone; 1, with streptomy- 
cin and aminosalicylic acid; and 4, with strepto- 
mycin and isoniazid (4 to 6 mg. per kilogram of 
body weight). An adequate dose of isoniazid pre- 
vents the fibrosis or cicatrization that results from 
the tissue reaction caused by streptomycin; it also 
facilitates the absorption of necrotic material 
through vasodilatation; but the dose given to the 
4 patients who received the combination of strep- 
tomycin and isoniazid was too low to have this 
effect. The disease was in an advanced stage in the 
10 patients when treatment started. 


Tuberculous Meningitis: Clinical and _ Statistical 
Data on 332 Cases Received Between Jan. 1, 1953, 
and Dec. 31, 1956. P. F. Peruzzi. Riv. clin. pediat. 
62:159-181 (Aug.) 1958 (In Italian) [Florence, Italy]. 


Three hundred thirty-two patients, from 2 months 
to 66 years of age, with tuberculous meningitis 
were treated in a clinic of the University of Flor- 
ence from Jan. 1, 1953, to Dec. 31, 1956. Most of 
the patients received general (oral) and local (paren- 
teral) therapy with various antituberculous drugs. 
Isoniazid and streptomycin made up the basic 
therapy and in some patients were combined with 
aminosalicylic acid, viomycin, or cortisone. Isoniazid 
was given orally in a dose of 5 to 10 mg. per kilo- 
gram of body weight during 1953 and in a dose of 
10 to 20 mg. per kilogram of body weight from 
1954 on. It was given parenterally to patients with 
severe forms of the disease and to those who could 
not receive it orally, being injected into the cisterna 
cerebellomedullaris in a daily dose of 10 to 25 mg., 
depending on the age and weight of the patient. 
Among other forms of parenteral administration, 
isoniazid combined with streptomycin was injected 
into the lumbar region in a dose of 1 to 2 mg. per 
kilogram of body weight. A dose of isoniazid in 
isotonic sodium chloride solution, 3 to 5 mg. per 
kilogram of body weight, was administered daily 
by intravenous drip infusion to 87% of the patients. 
The course of intravenous injections varied from a 
minimum of 10 to a maximum of 55 to 60 infusions, 
depending on the condition of the patient. 


195 


Vol. 171, No. 5 


Streptomycin was given parenterally in a dose of 
10 to 15 mg. per kilogram of body weight (maximal 
dose, 600 mg. per day); it was also injected into 
the lumbar region in a dose of 0.5 to 1 mg. per 
kilogram of body weight. Since 1953 patients with 
severe forms of the disease or with abdominal or 
kidney localizations have received aminosalicylic 
acid in dextrose solution (given always by drip 
infusion, 15 to 30 injections) in a dose of 100 to 
200 mg. per kilogram of body weight. Good results 
were obtained during 1951-1952 and again during 
1955-1956 by using viomycin in the treatment of 
patients who presented involvement of the auditory 
system and who had tuberculous disease due to 
mycobacterium tuberculosis which was resistant to 
streptomycin. Since 1955 cortisone preparations 
have been given parenterally, in 10-to-30-day 
courses, to 92% of the patients; a daily dose of 2.5 
to 5 mg. was injected into the cisterna cerebello- 
medullaris, and a daily dose of 1 to 3 mg. into the 
lumbar region. Cortisone preparations were given 
orally only to patients with the severest forms of 
the disease in a dose of 0.5 mg. per kilogram of 
body weight or, as beginning therapy for 5 to 7 
days, in a dose of 3 to 5 mg. which was gradually 
reduced. 

Two hundred seventy-three patients (82%) recov- 
ered, and 59 (18%) died. The following factors 
affected the course of the disease: 1. Age. Mortality 
rate among patients up to 2 years of age was 38%, 
and among those over 40 years it was 25 to 60%. 
2. Severity of condition on admission. Sixty-two 
per cent of the patients admitted with tuberculous 
meningitis in an advanced stage recovered; also 
86.5% of those with the disease in an intermediate 
stage, and 98% of those in the initial stage. 3. Pre- 
vious inadequate treatment before hospitalization. 
Miliary tuberculosis did not constitute an aggravat- 
ing factor. The rate of mortality from tuberculous 
meningitis declined between 1953 and 1956. Eleven 
patients with severe form of the disease suffered 
purulent meningitis; 9 of them died. Eight patients 
who had been dismissed too early on account of a 
normal blood picture suffered relapse. Late neuro- 
logical, psychic, and endocrinal complications oc- 
curred in 59 patients, but a decline in the incidence 
of sequelae was noticed in the last 3 years of ob- 
servation. 


Occurrence of Pseudotumor Cerebri (Benign Intra- 
cranial Hypertension) During Treatment of Chil- 
dren With Asthma by Adrenal Steroids: Report of 
Three Cases. S. C. Dees and H. W. McKay, Jr. 
Pediatrics 23:1143-1151 (June) 1959 [Springfield, 


Pseudotumor cerebri is a relatively rare condi- 
tion, particularly in children, and has not been 
reported in patients receiving adrenal steroid ther- 
apy. This prompted the authors to report the history 
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of 3 boys, aged 4, 5, and 6 years, who were ad- 
mitted to Duke University Medical Center, Dur- 
ham, N. C., and in whom pseudotumor cerebri 
developed during a period when the dosage of 
steroid was being decreased to low levels. The 
boys had received continuous steroid treatment for 
several years, beginning in late infancy. They pre- 
sented the following symptgms at the time of ad- 
mittance: severe headache, anorexia, nausea, in- 
tractable projectile vomiting, diplopia, and neuro- 
logical signs, including paresthesia, weakness, 
ataxia, and dysarthria. Characteristic physical find- 
ings were papilledema, cranial nerve palsies, nor- 


mal blood pressure, very short stature, obesity, and 


“moon” facies. The cerebrospinal fluid was under 
greatly increased pressure but was otherwise nor- 
mal, and the ventricular systems were small but 
normally situated. The boys had acquired the ap- 
pearance of pituitary basophilism (Cushing's dis- 
ease). 

The mechanism by which pseudotumor cerebri 
developed in these 3 children could not be deter- 
mined. No evidence for an acute allergic reaction 
in the central nervous system could be found, nor 
did hypoxia seem to be a cause for pseudotumor 
cerebri, because both previous and subsequent at- 
tacks of asthma had not reproduced signs of the 
condition. All the children had always had relative- 
ly high concentrations of hemoglobin regardless of 
the degree of asthma. There was no significant 
dehydration, and fluid therapy quickly restored the 
mild electrolyte changes to normal. Intensive in- 
vestigations failed to clarify the etiology of pseudo- 
tumor cerebri. The considerations discussed by the 
authors lead to the assumption that it may be an 
unusual reaction to long-term steroid therapy or 
to withdrawal of steroids after prolonged use. It 
is believed that some form of adrenocorticosteroid 
insufficiency may have been involved in the de- 
velopment of this condition. 


Kwashiorkor, as Seen by the Practitioner (Based 
upon 55 Clinical Observations). A. Bezon. Presse 
méd. 67:932-934 (May 9) 1959 (In French) [Paris]. 


The study of 55 cases of African kwashiorkor 
enabled the author to draw conclusions about the 
etiological and clinical aspects of this disease. Late 
weaning and psychological upsets can play a part in 
the etiology of this disease, as may be seen by the 
example of a 15-month-old boy whose illness began 
upon weaning and separation from his family. The 
disease has a lower mortality when it occurs in 
children more than 3 years old. It occurs in boys 
more frequently than in girls, but it has ap iden- 
tical course. In this series, 1 out of 3 patients had 
a disease during the days or weeks preceding the 
occurrence of kwashiorkor. In 33% of these in- 
stances with a disease antecedent, the disease was 
measles. There was a curious absence of malaria 
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symptoms. Clinically, epithelial symptomatology is 
the only nonequivocal type of indication. Three 
types of skin modifications are: (1) keratosic (hyper- 
keratosis, ulcerative or desquamative keratolysis), 
(2) decoloration or hyperpigmentation, and (3) su- 
doral disorder, which to the author’s knowledge 
has not yet been noted by other investigators. 
This author believes that an indication of kwashi- 
orkor may be a lack of perspiration on the face at 
mealtime; normal perspiration at meals may be a 
criterion of cure. Edema is one of the principal 
symptoms of kwashiorkor. There is an interstitial 
water retention which initiates the serious stage of 
the disease. Edema disappears, but may be replaced 
by a clinical dehydration with a grave prognosis. 
Sometimes at the beginning of developing malnutri- 
tion, there is a balance between ordinary episodic 
diarrhea and the appearance of edema. Other asso- 
ciated syndromes are (1) diarrhea, anorexia, and 
dehydration and (2) drying of the edema with 
hyperpigmentation and hyperkeratosis. 

The ideal therapeutic agent would bring a bal- 
ance between water loss and the reestablishment 
of anabolism. All too often disappearance of edema 
is followed by dehydration and weight loss. Cor- 
rective treatment of the hydration disorder leads 
from one extreme to the other, and yet the cellular 
processes of metabolic exchange are not restored. 
There are 3 stages of kwashiorkor: (1) reversible 
malnutrition, (2) progressive edematous malnutri- 
tion with decoloration, and (3) drying kwashiorkor 
with hyperkeratosis and hyperpigmentation. In this 
disease opposing processes succeed each other, 
and the practitioner in tropical regions is at a thera- 
peutic impasse. 


Frequency and Diagnostic Importance of the So- 
called “Minor” Manifestations of Rheumatic Dis- 
ease in Children: A Clinical and Statistical Study 
of 206 Cases Observed at the Clinica Pediatrica of 
Florence, Italy, from 1947 to 1957. F. Ragazzini 
and §. Mori. Riv. clin. pediat. 61:105-125 (Aug.) 
1958 (In Italian) [Florence, Italy]. 


Late or wrong diagnosis in children with rheu- 
matic disease characterized by an atypical onset is 
still frequent despite the emphasis in the literature 
on the multiform manifestations of this disease. 
The authors report on 206 children (108 boys and 
98 girls) who suffered from rheumatic disease for 
the first time and who were observed at the Clinica 
Pediatrica of Florence between 1947 and 1957. 
Most of the children (157) were between 6 and 11 
years of age; only 36 were between 3 and 5 years 
of age. Morbidity was most frequent during the 
months of September (with 20 cases), October (with 
25), and November (with 23) and was least fre- 
quent in August (with 12 cases). The family his- 
tories showed that rheumatic disease had been 
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present in the parents of 12 children (5.8%) and in 
the brothers or sisters of 3 (1.4%); tuberculosis had 
afflicted members of the families of 11.7% of the 
children. 

During the 12 months before manifestation of 
rheumatic disease, 48 children had suffered from 
sore throat, 13 had a disease of the respiratory 
tract, 7 had light fever, anorexia, or anemia, 5 had 
tuberculosis, 2 had scarlet fever, and 1 had a sur- 
gical trauma. The onset of the rheumatic disease 
was atypical in 49 children; 22 of them had painful 
abdominal symptoms, and because of these symp- 
toms there was generally suspected a condition, 
such as appendicitis, requiring surgery. Fever, 
however, had preceded the abdominal pain, and 
vomiting was rare or absent. Fever was the first 
symptom in 21 of the 49 atypical cases, and in some 
children it was associated with sore throat. The 
authors stress the importance of a “precautionary” 
antirheumatic treatment in children who present 
fever and an undecided clinical picture and in 
whom an atypical rheumatic disease is suspected. 


Primary Aldosteronism in a 9-Year-Old Child. 
N. Kretchmer, A. Dickinson, H. McNamara and 
R. Karl. Pediatrics 23:1115-1124 (June) 1959 [Spring- 
field, Ill.]. 


The authors present the history of a 9-year-old 
boy with primary aldosteronism resulting from bi- 
lateral adrenal hyperplasia. The patient, a well-de- 
veloped, well-nourished, prepubescent boy, was 
admitted to the New York Hospital-Cornell Medical 
Center in October, 1956, for evaluation of hyperten- 
sion. Blood pressure in both upper and lower extrem- 
ities was 200/150 mm. Hg. Polydipsia and polyuria 
were also present. The patient had a persistent hypo- 
kalemia and an elevated carbon dioxide content in 
the serum, although the pH was within normal 
limits. These findings were consistent with a diag- 
nosis of primary aldosteronism. Aldosterone excre- 
tion in the urine was found to be significantly 
elevated above the normal values, whereas the 
values for 17-ketosteroids and 17-hydroxysteroids 
were normal. The patient was placed on a con- 
trolled sodium and potassium intake, and a daily 
balance of these electrolytes was determined. Four 
days after the diet was instituted, he was given 25 
mg. of cortisone every 12 hours, which caused an 
increased negative potassium balance and, para- 
doxically, a negative sodium balance. The negative 
balance resulted from increased urinary excretion 
of both ions. 

The diagnosis of primary aldosteronism was suf- 
ficiently established, and transabdominal adrenal 
exploration was performed in December, 1956. The 
left adrenal gland was larger and grossly more ab- 
normal and was removed in entirety. Histological 
examination of the left adrenal gland showed hyper- 
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plasia of the zona fasciculata. A biopsy specimen 
taken from the left renal cortex showed evidence 
of an inflammatory process and some fibrosis. 
Pathological diagnosis was chronic pyelonephritis. 
The patient’s preoperative status had not changed 
except for a mild decrease in polyuria and poly- 
dipsia, but urinary excretion of aldosterone, al- 
though decreased, was still elevated above normal. 
All the evidence indicated that the patient had 
bilateral adrenal hyperplasia. After considerable 
deliberation a subtotal adrenalectomy was _per- 
formed. The immediate postoperative course was 
complicated by an elevation of blood pressure and 
by a diuresis for the first 72 hours. Thereafter both 
decreased to normal values. Maintenance adrenal 
steroid therapy, initiated just prior to surgery, was 
discontinued on the 5th day after operation, and 
the patient was fully ambulatory by the 8th post- 
operative day. 

The patient was discharged from the hospital 
toward the end of March, 1957, with an average 
blood pressure of 135/90 mm. Hg. Most of the 
laboratory data were within normal ranges, but 
renal function had not improved since the preop- 
erative evaluation. Because only a subtotal adrenal- 
ectomy was performed, the patient has been leading 
a completely normal life; he has not needed any 
medication and has been free of the dangers at- 
tendant to adrenal insufficiency. From all the evi- 
dence presented, it is reasonable to conclude that 
there had been hypersecretion of aldosterone by 
the adrenal glands of this boy since early infancy. 
Primary aldosteronism should be considered in 
every child admitted to the hospital with a diag- 
nosis of essential hypertension, inasmuch as the 
latter condition when due to primary aldosteronism 
is a curable disease. 


Aldosteronism and Hypertension: The Influence of 
Complete Adrenalectomy Upon Essential Hyper- 
tension in a Child. R. J. Slater, D. W. Geiger, 
J. Leeson and A. G. Gornall. Pediatrics 23:1125- 
1135 (June) 1959 (Springfield, IIl.]. 


The favorable influence of complete adrenalec- 
tomy on a 5-year-old boy with severe essential 
hypertension and cardiac failure is described by 
the authors. Repeated investigations failed to clarify 
the etiology of the hypertension. After extensive 
trials of medical management, including low intake 
of salt and administration of hypotensive drugs, 
only a moderate decrease in blood pressure was 
achieved, and the clinical response was unsatisfac- 
tory. Since increased excretion of aldosterone and 
a sensitive hypotensive response to salt restriction 
implicated disordered adrenal function, a two-stage 
adrenalectomy was done. The final achievement 
has been a marked improvement in cardiovascular 
status and reversal of impaired renal clearances. 
The condition of the boy has been maintained with 
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cortisone and 9-alpha-fluorohydrocortisone. De- 
spite these preliminary favorable results, emphasis 
is directed to the extreme caution which must at- 
tend the decision to undertake such a procedure. 


Ceroid Storage Disease in Childhood. E. H. Op- 
penheimer and E. C. Andrews, Jr. Pediatrics 
23:1091-1102 (June) 1959 [Springfield, IIl.]. 


The authors report the history of a 4-year-old 
boy and a 2-year-old girl, in both of whom the 
intracellular material found in the tissues at autopsy 
fulfills the present histochemical criteria for ceroid 
storage. In both patients there was a long history 
of nutritional disturbance; the children had devel- 
oped poorly, and the girl presented severe mental 
retardation. The boy demonstrated a history of 
rickets, but demineralization of the bones was 
noted one year before death. Examination at au- 
topsy revealed that the ribs were greatly distorted ' 
by both scurvy and rickets. Probable metastatic 
calcification was also noted in an artery adjacent to 
the thymus. Biopsy of the liver at 3 years of age 
revealed early cirrhosis with slight deposition of 
ceroid in the scars. There was a history of trans- 
fusions at one year of age, presenting an opportun- 
ity for the development of serum hepatitis, but 
there was no widespread loss of liver parenchyma 
in the biopsy section, such as is seen with charac- 
teristic postnecrotic cirrhosis. Autopsy revealed a 
progressed cirrhosis associated with greater num- 
bers of ceroid-containing macrophages and central 
necrosis. The autopsy findings indicated that death 
was due to hepatic insufficiency with jaundice, 
ascites, edema, gynecomastia, and purpura, in addi- 
tion to a marked electrolyte disturbance after pro- 
tracted diarrhea. 

Although the immediate cause of death in the 
girl was pneumonia, there was marked malnutrition 
and early cirrhosis of the liver. Ceroid was found 
mostly in macrophages in the cirrhotic liver. Jaun- 
dice occurred at the age of one month, which may 
have contributed to the production of the cirrhosis. 
No evidence of avitaminosis—no rickets, scurvy, or 
indication of deficiency of vitamin A or vitamin 
E—was found at autopsy, nor was any lipid found 
in the liver parenchyma, which could be attributed 
to a disorder of liver metabolism. Mental retarda- 
tion was noted clinically, but no pathological 
changes could be recognized in the central nervous 
system. Although ceroid was present in macro- 
phages in both of these cases, there is not enough 
evidence to indicate that it represented the same 
disease entity. In the boy the storage of ceroid 
appeared to be “primary,” although associated with 
severe nutritional disturbance, whereas in the girl 
the presence of ceroid-containing macrophages in 
scar tissue might well have been a minor secondary 
finding in association with the cirrhosis. 
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DERMATOLOGY 


Extensive Tuberculous Lupus After BCG Vaccina- 
tion. S. Boulle, J. Civatte and M. Boulle. Presse 
méd. 67:606-609. (March 25) 1959 (In French) 
[Paris]. 


A report is given of an extensive tuberculous 
lupus which developed on a child’s shoulder after 
BCG vaccination by scarifications on the same site. 
There was also a fistulous adenopathy of the left 
armpit. Arguments based on histological study are 
given; these are in favor of the tuberculous nature 
and BCG origin of the lupus. Emphasis has been 
put on the particular virulence of the vaccine and 
on a previously unknown allergic sensitivity to 
tuberculosis. In this patient the skin became pro- 
gressively sensitized during development of the 
true inoculation lesion produced by the vaccine. 
The contact of BCG with this skin, or with allergic 
skin, gave rise to lupus transformation of the inocu- 
lated tissues. This rare outcome is a particular 
etiological form of the relatively common develop- 
ment of the spontaneous inoculation lesion of 
Koch’s bacillus. In the patient described, lupus was 
observed at the age of 4 years in the region where 
BCG vaccination was performed at the age of 7 
months. 


Calcinosis in Dermatomyositis: Observations on 
Course of Disease in Children and Adults. S. A. 
Muller, R. K. Winkelmann and L. A. Brunsting. 
A. M. A. Arch. Dermat. 79:669-673 (June) 1959 
[Chicago]. 


The records of 118 patients with dermatomyositis, 
who were seen at the Mayo Clinic from 1945 to 
1955, were reviewed in an effort to determine the 
significance of calcinosis in dermatomyositis and 
to contrast its pattern of occurrence with that in 
scleroderma. Of the 118 patients, 87 were adults 
and 31 were children. The youngest patient was 
18 months old, and the oldest was 71 years. The 
ratio of females to males was 3 to 1. All the patients 
were followed up for a minimum of one year. 
Among the 87 adult patients, 12 had calcinosis and 
75 did not, while 17 of the 31 children had cal- 
cinosis and 14 were without calcinosis. Calcinosis 
was usually seen centered in the proximal muscles 
of the shoulder and pelvic girdles. All but 3 of the 
patients with catcinosis were females. This greatly 
increased incidence of calcinosis in females was 
similarly observed in patients with scleroderma. In 
several patients the amount of calcium increased 
steadily, usually over several months; thereafter no 
apparent increase occurred. 

Episodes of ulceration with extrusion of calcified 
debris occurred periodically in several instances, 
particularly in children. Ulcerations were frequent- 
ly associated with cellulitis and a severe systemic 
reaction. Episodes of extrusion of calcified debris 
occasionally were confused with exacerbations of 
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the disease. Healing usually occurred spontaneous- 
ly, but surgical removal of the calcified debris was 
sometimes necessary. In only one patient was the 
degree of calcinosis seen to decrease significantly 
after such episodes. Of the 29 patients with cal- 
cinosis, one patient, a child, died. Of the 89 patients 
without calcinosis, 33 died. This suggests that the 
occurrence of calcinosis is a good prognostic sign 
of survival. 
Calcinosis did not develop among those who were 
less seriously affected and who had less severe dis- 
abilities. Of 11 adults who recovered completely, 
none had calcinosis. It should be emphasized that 
in the acute phase of the disease it is impossible to 
predict the course of the disease or the final extent 
of muscle involvement. Recurrent episodes of ulcer- 
ation are a frequent manifestation of calcinosis in 
dermatomyositis and occur most commonly in the 
buttocks and the thighs. The pattern, course, and 
associated prognosis of calcinosis in dermatomyo- 
sitis differ distinctly from those of calcinosis in 
scleroderma. ° 


Eczema and Psoriasis Through Sensitization to 
Air-borne Allergens. E. Henocq and L. Guibert. 
Semaine hdp. Paris 35:1568-1570 (May 4) 1959 (In 
French) [Paris]. 


The allergic origin of eczema, whether the dis- 
ease is the true or so-called diathetic eczema or a 
dermatitis due to an external cause, is generally 
admitted. The allergen responsible for diathetic 
eczema is often hard to identify. This form of ec- 
zema, which occurs in persons with hereditary 
allergic antecedents and which may begin in in- 
fancy, is often accompanied or followed by asthma 
or hay fever. Searching inquiry will usually reveal 
the rhythm of the attacks, the influence of the 
seasons, and the nature of the patient’s living con- 
ditions, and may lead to the incrimination of bed- 
ding material, fungi, house dust, or the presence of 
an animal (dog or cat) in the house. Desensitization 
treatment often produces very favorable results in 
eczemas of this kind, in both children and adults. 

Certain cases of eczema, apart from diathetic 
eczema and contact dermatitis, may be due to air- 
borne allergens. This was illustrated in a patient 
in whom eczema of the hands appeared within 24 
hours after she handled cultures of Mucor. Intra- 
dermal tests revealed elective sensitivity to this 
fungus, and specific desensitization treatment re- 
sulted in a rapid cure. Subsequent attacks due to 
Mucor and, eventually, to other fungi were relieved 
by further treatment, and specific desensitization to 
all the offending organisms put a stop to any new 
clinical manifestations. 

The part played by air-borne allergens in the 
causation of certain eczemas, together with various 
other considerations, led the authors to investigate 
the possibility of an allergic origin for psoriasis. 
The results proved conclusively that many patients 
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with psoriasis react favorably to specific desensitiza- 
tion to these allergens. Patients with psoriasis 
usually have a certain neurovegetative instability, 
sometimes even presenting forms of anxiety, obses- 
sion, or depression, so that the disease is often 
called psychosomatic. It is, of course, difficult to 
decide whether the psychological disturbances of 
the psoriatic patient are the result of his skin dis- 
ease or its determining cause. Asthma, too, often 
has a psychosomatic component, but no one under- 
estimates the importance of the allergic factor in 
its causation or denies that patients with asthma 
may be helped by specific desensitization treatment. 
Allergy probably does not provide a complete 
explanation for psoriasis, but the proportion of 
patients in the authors’ series of 60 whose condition 
has been cured or improved is too large for coinci- 
dence. More than 50 instances of sensitivity to 
air-borne allergens (of which fungi and dust were 
the most frequent) were found in the 60 patients, 
and interrogation revealed that familial or personal 
allergic antecedents were present in 40% of the 60. 
Patients with psoriasis should be systematically 
investigated for allergy, and those with positive skin 
reactions should be given specific desensitization 
treatment before any other therapy is tried. 


An Evaluation of a New Cerumenolytic Agent. 
J. Q. Gant Jr. A. M.A. Arch. Dermat. 79:651-653 
(June) 1959 [Chicago]. 


The author reports on 163 patients (children and 
adults) with excessive deposits of earwax who were 
treated with Cerumenex (triethanolamine polypep- 
tide oleate-condensate in propylene glycol with 
chlorobutanol), a new ceruminolytic agent. In 
87.1% of the patients there was superior removal 
of the earwax; in 11.0% there was satisfactory re- 
moval; and in only 1.9% was there failure to im- 
prove the condition. There were no untoward 
side-effects noted in any patients. Ten patients 
tested for sensitivity over a period of 6 weeks 
showed no sign of irritation or allergic reaction. 
The results of this clinical study show that Ceru- 
mene is an unusually effective and safe cerumin- 
olytic agent. 


Smoking, Necrobiosis Lipoidica, Granulomatosis 
Disciformis Chronica Progressiva. E. J. Ringrose. 
A. M. A. Arch. Dermat. 79:635-640 (June) 1959 
[Chicago]. 


The author presents the history of 7 women, their 
ages ranging from 24 to 64 years, who had necro- 
biosis lipoidica diabeticorum and granulomatosis 
disciformis chronica progressiva, which are one and 
the same condition. Six patients were nondiabetics, 
and one was a diabetic. All the patients revealed a 
long history of smoking and thus presented a com- 
mon causative factor. This factor is believed to be 
responsible for the development of necrobiosis 
lipoidica diabeticorum, since histopathological 
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changes seen in the tissue excised from lesions in 
these patients were explained on the basis of a 
chronic recurring ischemia of the vessel walls. 
Smoking subjects the person to the influence of 
nicotine which causes his blood vessels to undergo 
intermittent spasms and results in intermittent 
ischemia of the vessel walls themselves and of the 
tissues supplied by these vessels. This leads first to 
intimal swelling and subsequently to damage to all 
layers of the vessel. [t appears that smoking of only 
au few cigarettes a day might be of considerable 
importance in persons who have high-grade con- 
stitutional or other vascular defects. Smoking is 
believed to aggravate necrobiosis lipoidica dia- 
beticorum. It is suggested that smoking be strongly 
considered in the search for causative factors in 
disorders of unknown etiology in which vascular 
disturbances may play an important part. 


UROLOGY 


Adrenal Cysts: Review of the Literature and Report 
of Three Cases. G. A. Abeshouse, R. B. Goldstein 
and B. S. Abeshouse. J. Urol. 81:711-719 (June) 
1959 [Baltimore]. 


The authors report on a 3-year-old boy and on 2 
women, aged 19 and 42 years, with adrenal cysts 
for which the patients were operated on. Patho- 
logical examination of the operative specimen of 
the boy revealed a hemorrhagic cyst of adrenal 
origin, which contained old coagulated blood and 
serum with blood pigment adherent to the inner 
surface of the cyst wall. The cystic mass was re- 
moved with the right kidney to which it adhered. 
The adrenal cyst of the younger woman was of 
lymphangiomatous origin. A small portion of the 
left adrenal was removed with the cyst. Calcifica- 
tion was present in the walls of the cyst. Examina- 
tion of the operative specimen of the second woman 
revealed a solitary serous cyst of the right adrenal 
gland of lymphatic origin. The contents of the cyst 
were composed of a thick, clear, gelatinous fluid. 
Recovery was uneventful in all 3 patients. 

One hundred fifty-two cases of adrenal cysts were 
collected from the literature. The diagnosis was 
established by autopsy in 88 and by surgical inter- 
vention in 64. Adrenal cysts are rare clinical and 
pathological lesions which may occur at any age 
but are more commonly observed in patients in 
the 5th and 6th decades. They are observed more 
commonly in female than in male patients in the 
ratio of 3 to 1. Adrenal cysts are usually unilateral 
and show no special predilection for either kidney. 
The commonest variety of adrenal cyst is the pseu- 
docyst which may originate in a hematoma in or 
around the adrenal or in an area of hemorrhage 
and necrosis within a benign or malignant adrenal 
tumor. The second commonest variety is the 
lymphangiomatosus (serous) cyst resulting from 
lymphangiectasis. Many adrenal cysts are asymp- 
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tomatic and are accidental findings at autopsy. The 
most prominent clinical features are dull pain in 
the adrenal area, gastrointestinal symptoms, and a 
palpable mass. 

The diagnosis is usually made in suspected cases 
by properly selected roentgenologic studies, which 
include plain and lateral roentgenograms, excretory 
urography, retrograde pyelography, tomography, 
retroperitoneal air injection, and gastrointestinal 
studies. The presence of calcification in a cystic 
mass above the kidney is strongly suggestive of an 
adrenal cyst. The operation of choice is excision of 
the cyst with preservation of the ipsilateral kidney. 
The operative approach may be transperitoneal, 
lumbar (plain, excision of one or more ribs), or 
transthoracic. 


Treatment of Peyronie's Disease with Potassium 
Para-Aminobenzoate (Potaba). C. J]. D. Zarafonetis 
and T. M. Horrax. J. Urol. 81:770-772 (June) 1959 
[Baltimore]. 


The authors report on 21 men, between the ages 
of 31 and 62 years, with induration of corpora 
cavernosa (Peyronie’s disease), who were treated 
with potassium para-aminobenzoate (Potaba) ad- 
ministered orally in doses of 12 Gm. daily, divided 
into 6 doses of 2 Gm. each or into 4 doses of 3 Gm. 
each. The drug was usually given in the form of a 
chilled 10% aqueous solution or in 0.5-Gm. capsules. 
Treatment was continued for periods ranging from 
3 months to 2 years. Before the institution of treat- 
ment, 16 of the 21 patients had pain upon erection. 
After treatment with Potaba, all reported that the 
pain disappeared completely. This was the earliest 
change to be noted, usually occurring within a few 
weeks after institution of the therapy. Marked 
penile deformity, that is deviation laterally or 
dorsally, or both, was present in 17 patients. After 
treatment, the deformity disappeared in 3, and 11 
noted definite straightening of the penis on erec- 
tion. A well-defined Peyronie’s plaque was present 
in all 21 patients. With Potaba therapy it was ob- 
served that the plaque disappeared in 2 patients, 
diminished in size in 14, and so far remained un- 
changed in 5. Seven patients have now been oft 
therapy for 6 to 12 months, and as yet have reported 
no recurrence of symptoms. The remaining patients 
are still on the treatment regimen. The reported 
observations appear to warrant further use of 
Potaba in the management of induration of corpora 
cavernosa. 


Aerobacter Aerogenes Bacteremia and Bacilluria. 
H. Seneca. Surg. Gynec. & Obst. 108:733-739 (June) 
1959 [Chicago]. 


The author cites reports indicating a striking 
increase in the frequency of Aerobacter aerogenes 
in urinary tract infections. Because of marked dif- 
ferences in resistance to treatment employing 
chemotherapeutic agents, it has become imperative 
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to differentiate between infecting coliform organ- 
isms of the Escherichia coli and A. aerogenes 
groups early in treatment. Among 108 cases of 
bacilluria due to A. aerogenes, drug susceptibility 
studies indicated that A. aerogenes is a highly re- 
sistant organism, and that infections with this or- 
ganism are very resistant to chemotherapy. The 
drug of choice is most often chloramphenicol or 
sulfadiazine; second choice is penicillin plus strep- 
tomycin or tetracycline; as a third choice, Gantrisin 
is employed. An occasional organism may be sensi- 
tive to Furadantin, erythromycin, or Matromycin. 

During the 5-year period from 1952 to 1957, 10 
cases of bacteremia due to A. aerogenes occurred 
among 74 cases of gram-negative rod bacteremias 
at the Columbia-Presbyterian Medical Center, New 
York. Four patients with A. aerogenes bacteremia 
recovered; 6 deaths occurred during the period 
between 1954 and 1957. Eight of 9 patients had had 
surgical intervention prior to bacteremia; in one 
case it was a terminal medical complication. No 
universally effective chemotherapeutic program was 
observed. The final clinical picture was one of renal 
failure. 


Dysgenetic Gonadomas and Other Gonadal Neo- 
plasms in Intersexes: Report of 5 Cases and Review 
of the Literature. M. M. Melicow and A. C. Uson. 
Cancer 12:552-572 (May-June) 1959 [Philadelphia]. 


The authors obtained from the files of the Squier 
urologic clinic of the Columbia-Presbyterian Med- 
ical Center, New York, the histories of 5 patients 
with somatosexual ambiguities, who had dysgenetic 
gonadal neoplasms. Reviewing the literature on 
the subject, they found that, to date, about 140 
case reports of gonadal tumors in intersexes have 
been published. They feel that the incidence of 
such an association is probably greater than this 
number would indicate, and they list factors that 
might explain why more cases have not been re- 
ported. 

From the cases presented and from the literature, 
the authors gained the impression that in patients 
with congenital somatosexual ambiguities there 
exists a tendency for the development of gonadal 
neoplasms. For this reason, it is desirable for such 
individuals to be examined before puberty, so that 
adequate biopsy specimens of their gonads can be 
obtained. These dysgenetic gonads may not be en- 
larged and yet may already be the seat of tumor. 
For these reasons, prophylactic or elective gonadec- 
tomy should be performed, when the patient 
reaches puberty. Children with the adrenogenital 
syndrome should be excluded from this procedure. 
An abdominal mass in any patient with a somato- 
sexual ambiguity should suggest a gonadal neo- 
plasm until proved otherwise. An acute condition 
within the abdomen in such patients should be 
interpreted as being the result of the twist of the 
pedicle of the gonadal growth. 


195 
1 


959 


Vol. 171, No. 5 


The management of intersexes with gonadal 
tumors depends on the following conditions: patho- 
logical type and developmental stage of the under- 
lying “growth,” appearance of the external genitals, 
age and sex according to which the patient was 
reared, and presenting clinical syndrome (acute 
condition within the abdomen, sterility, inguinal 
hernia, etc.). It is hoped that awareness on the part 
of physicians as to the frequent association of neo- 
plasms in dysgenetic gonads, and as to the im- 
portance of the use of newer diagnostic procedures 
(such as chromatin sex pattern determinations, hor- 
monal bioassays, etc.), will result in achieving ac- 
curate diagnosis of “dysgenetic gonadomas” at an 
early stage of development. It would then be pos- 
sible to accumulate sufficient data, which should 
aid in understanding the pathological nature of, 
and in arriving at a proper classification for, this 
bizarre group of gonadal tumors in intersexes. 


Carcinoma of the Bladder: Sites of Metastases. T. R. 
Fetter, J. H. Bogaev, B. McCuskey and J. L. Seres. 
J. Urol. 81:746-748 (June) 1959 [Baltimore]. 


The authors present an analysis of 637 patients, 
between the ages of 20 and 93 years, who were 
admitted to the Jefferson Medical College Hospital 
in Philadelphia between January, 1940, and De- 
171 cember, 1957, and in whom carcinoma of the blad- 
der was found by surgical pathological study. Of 
the 637 patients, 490 (77%) were men, and 147 
(23%) were women. The incidence of carcinoma of 
the bladder was highest among those between the 
ages of 61 and 70 years. In 55 consecutive post- 
mortem examination carried out during the same 
period on patients with carcinoma of the bladder, 
metastases were noted in 39, an incidence of 71%. 
The lymph nodes were the most frequent site of 
metastasis. The lungs were the most commonly in- 
volved parenchymal structures. Metastasis to bone 
occurred in 37% of the cases, metastasis to the liver 
in 13%, and metastasis to the adrenal in 12%. This 
tendency to widespread metastasis requires diligent 
examination before undertaking extensive surgical 
procedures in the management of patients with car- 
cinoma of the bladder. The age and sex distribution 
among the patients studied correlated well with 
other reports in the literature. 


THERAPEUTICS 


Salicylate Intoxication with Special Reference to 

the Development of Hypokalemia. E. D. Robin, 

R. P. Davis and S. B. Rees. Am. J. Med. 26:869-882 
(June) 1959 [New York]. 


The authors report the case histories of 6 female 
patients, between the ages of 5 and 52 years, with 
severe salicylate intoxication, and they discuss the 
features of this disorder in the light of these cases. 
The intoxication resulted from the ingestion of 
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about 25 to 50 Gm. of aspirin. The initial effect of 
salicylates on acid-base balance is the production 
of respiratory alkalosis. The respiratory alkalosis 
is due to a direct central effect of the salicylate, 
the ability of which to produce hyperventilation 
appears to be mediated by the anterior hypothala- 
mus. One of the important results of this respira- 
tory alkalosis is hypopotassemia. The latter is mani- 
fested by low serum potassium concentrations and 
electrocardiographic and neuromuscular changes. 
The persistence of hypopotassemia when alkalosis 
is no longer present indicates that potassium de- 
pletion is likewise present. The manifestations of 
hypopotassemia and potassium depletion may be 
reversed by adequate potassium therapy. Other 
consequences of the respiratory alkalosis may in- 
clude tetany and interference with tissue oxygena- 
tion. Therapy for this phase of the disease consists 
of fluid replacement, potassium replacement, and 
administration of oxygen. The use of alkali and of 
respiratory center depressants is contraindicated. 

In some patients with severe salicylate intoxica- 
tion, metabolic acidosis may develop after the stage 
of respiratory alkalosis. The manifestations of the 
respiratory alkalosis and metabolic acidosis are so 
similar that frequent blood pH measurements are 
necessary to guide the therapy. This is particularly 
true because the disease may progress from one 
stage to the other without obvious change in the 
patient’s status. The most important therapeutic 
agent for metabolic acidosis is the administration 
of sodium bicarbonate or lactate. Other important 
effects of salicylate intoxication include fever, hypo- 
prothrombinemia, hemorrhagic gastritis, hyper- 
metabolism, hypouricemia, renal failure, delirium, 
coma, and ultimately depression of the central 
nervous system. The prognosis of the adequately 
treated patient would appear to be good. 


PATHOLOGY 


Nonspecific Reactive Hepatitis in Aged and Infirm 
People. F. Schaffner and H. Popper. Am. J. Digest. 
Dis. 4:389-399 (May) 1959 [New York]. 


Liver biopsies were performed with a Terry 
aspiration biopsy needle on 94 persons who were 
patients in a county infirmary. None of these pa- 
tients had any known hepatic or gastrointestinal 
disorder, and none had recently been given any 
drug known to cause hepatic injury. Their ages 
ranged from 35 to 92 years, with an average age of 
63.9 years. The diagnosis in 73 of the 94 patients 
was either arteriosclerotic or hypertensive cardio- 
vascular disease; of the remaining 21 patients, 12 
had chronic bone or joint disorders, and 9 had 
various neurological disorders. Nonspecific reactive 
hepatitis in the 94 patients was characterized by a 
group of abnormal histological findings, including 
duct proliferation, portal and periportal inflamma- 
tory infiltration, focal necrosis, Kupfter-cell mobili- 
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zation, and evidence of regeneration. No correlation 
with results of hepatic tests could be obtained, and 
these results were sometimes abnormal without any 
apparent reason. The use of such a group of pa- 
tients for various studies in which hepatic structural 
and functional integrity is of importance must be 
preceded by control liver biopsies and by repeated 
and careful evaluation of hepatic function. 


RADIOLOGY 


The Volume of the Heart in Essential Hypertension: 
A Radiologic Study. S. Panichi, G. Muiesan and 
I. Bonechi. Minerva med. 50:1369-1373 (May 5) 
1959 (In Italian) [Turin, Italy]. 


The volume of the heart was measured in 2 
groups of patients with essential hypertension. The 
first group was composed of 50 women, 39 to 75 
years of age. The volume of the heart was normal 
in 16 of these patients, slightly above normal in 21, 
and highly above normal in 10; the remaining 3 
patients presented a marked cardiomegaly. All the 
patients with a volume of the heart above 600 cc. 
per square meter of body surface had had hyper- 
tension for more than 5 years; the patients with a 
volume of from 500 to 600 cc. per square meter 
had had hypertension for from 3 to 10 years; the 
remaining patients had had hypertension for from 
a few months to a few years. The second group was 
composed of 50 men, 36 to 72 years of age. The 
volume of the heart was normal in 15 of these pa- 
tients, slightly above normal in 22, and highly above 
normal in 12; only one patient who had had hyper- 
tension for more than 10 years presented a marked 
cardiomegaly. Three patients who had _ suffered 
hypertension for 10 years or more presented values 
in which the volume of the heart was below 500 cc. 
per square meter of body surface. 

The authors believe that an increase in the vol- 
ume of the heart may be of help in determining 
the extent of the functional involvement of the 
heart. A comparison of the radiologic findings with 
the clinical, electrocardiographic, and blood find- 
ings showed that patients with values of the volume 
of the heart above normal presented only a simple 
hypertrophy of the left ventricle and that patients 
with values of the volume of the heart between 
500 and 600 cc. per square meter presented a 
hypertrophy of the left ventricle combined with 
some dilatation of the heart, while patients with 
values above 600 cc. per square meter presented 
a ventricular hypertrophy with dilatation of the 
heart. The volume of the heart was normal in 31 
patients, but the averages of the values present in 
these patients (402 cc. per square meter of body 
surface for the men and 394 cc. per square meter 
for the women) were higher than the normal av- 
erages which were, respectively, 374 and 356 cc. 
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per square meter. The authors believe that some 
involvement of the heart, not otherwise ascertain- 
able, was already present in these patients. 


Mass Radiography and Cancer of the Lung. E. Pos- 
ner, L. A. McDowell and K. W. Cross. Brit. M. J. 
1:1213-1218 (May 9) 1959 [London]. 


During 1955, the last year for which national 
figures have been published, mass radiography units 
in England and Wales detected 1,482 cases of 
cancer of the lung and mediastinum. National mor- 
bidity figures for new cases of cancer of the lung 
are not available, but the 17,272 deaths from cancer 
of the lung during 1955 suggest that at present mass 
radiography does not find more than 10% of all 
new cases of cancer of the lung. Almost half of the 
above number were not detected by routine mass 
radiography, but at sessions for symptomatic cases 
referred by general practitioners, a type of service 
now widely employed by many such units. The 
authors review observations on 238 male patients 
in whom cancer of the lung was found by 6 mass 
radiography units of the Birmingham Regional 
Hospital Board in the 12 months following July 1, 
1955, and whose fate had been traced by the Re- 
gional Cancer Registry after 12 months. In this 
report they are concerned chiefly with the compari- 
son of the resectability rates among patients with 
lung cancers found by conventional routine mass 
radiography and among patients referred to the 
units by general practitioners. 

The authors did not obtain a clear-cut answer to 
the question of the value of mass radiography in 
the detection of lung cancer. They are also aware 
that a follow-up period of 12 months is short, but 
the investigation is continuing. They found a higher 
resectability rate in cases found at routine surveys 
as compared with cases referred by general prac- 
titioners because of symptoms. The difference, how- 
ever, was small and not statistically significant. In 
a number of cases the fate of the patient was gov- 
erned by factors of age, histology, acceptance, or 
refusal of operation—factors which are little, or not 
at all, related to early diagnosis. The 12-month 
survival rate, irrespective of treatment, was higher 
for routine-survey patients than for general-prac- 
titioner patients. Lobectomy was performed on a 
larger proportion of patients with cancers detected 
by routine survey than on those referred by prac- 
titioners. Patients with symptoms were referred by 
general practitioners generally without undue de- 
lay, and the majority of resections were carried out 
within the first 2 months after x-ray examination. 
The small number of truly asymptomatic cases and 
the absence of small peripheral shadows in this 
series are discussed in their relation to future mass 
radiography policy. The installation of more 100- 
mm. x-ray units to deal with a larger number of 
general-practitioner referrals, particularly men in 
the critical age groups, is suggested. 
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Extensive Lumbar Meningocele Associated with 
Neurofibromatosis. B. P. Sammons and D. F. 
Thomas. Am. J. Roentgenol. 81:1021-1025 (June) 
1959 [Springfield, Il.]. 


The authors report a case of meningocele in the 
lumbar spine associated with neurofibromatosis in 
a 27-year-old sailor who was admitted to the 
United States Naval Hospital in St. Albans, N. Y., 
complaining of low-back pain of 10 days’ duration. 
There was no history of any familial disease. Phys- 
ical examination revealed numerous fine cutaneous 
nodules and small pigmented areas. Several soft 
nodules (1 to 2 cm. in size; molluscum fibrosum) 
were noted on the trunk and forehead. The results 
of the neurological examination were within normal 
limits. Hemogram, urinalysis, and spinal fluid chem- 
istries and pressures were normal. Roentgenograms 
of the lumbosacral spine revealed deep scalloping 
of the posterior portion of the bodies of the 11th 
thoracic to the 4th lumbar vertebrae and marked 
thinning of the pedicles throughout this area. 
Iophendylate myelograms showed herniation of the 
meninges outside the confines of the vertebral 
canal. An intravenous pyelogram revealed lateral 
displacement and scalloping of the right ureter be- 
low the renal pelvis. The right ureter near the 
pelvis brim was displaced medially, and roentgeno- 
graphic studies of the small intestine showed a 
persistent extrinsic pressure defect on the ileum; 
these changes were probably due to retroperitoneal 
and visceral neurofibromas respectively. 

Twenty-nine cases of intrathoracic meningocele 
associated with neurofibromatosis were collected 
from the literature, but none was reported before 
in the lumbar spine and primarily intravertebral in 
location. A mesodermal origin for the combination 
of meningocele and neurofibromatosis has been sug- 
gested by the occurrence of thoracic meningoceles 
with neurofibromatosis. The case of the sailor with 
lumbar meningocele associated with neurofibro- 
matosis further supports the concept of a lack of 
specificity for the thoracic spine. 


BIOCHEMISTRY 


Possible Sites of Macroglobulin Synthesis: A Study 
Made with Fluorescent Antibody. C. C. Curtain 
and J. F. O'Dea. Australasian Ann. Med. 8:143-150 
(May) 1959 [Sydney, Australia]. 


According to the authors, it was Waldenstrém 
who in 1948 first used the term “macroglobulin” to 
describe proteins in human serum having molecular 
weights of over 1 million. In his cases these pro- 
teins were associated with a clinical syndrome 
characterized by lethargy, bleeding tendency, hem- 
orrhagic purpura, and enlargement of the liver, 
spleen, and lymph nodes. In smaller amounts, 
macroglobulins have been found associated with 


MEDICAL LITERATURE ABSTRACTS 


209/621 


lymphosarcoma and, very rarely, with myeloma. 
This paper describes experiments on the localiza- 
tion of macroglobulins by the fluorescent antibody 
technique in the tissues of 2 patients, one showing 
Mikulicz’s syndrome (chronic enlargement of the 
lacrimal and salivary glands) and the other having 
myeloma. The serums of both patients contained 
considerable amounts of macroglobulin, although 
neither showed the clinical signs associated with 
macroglobulinemia of Waldenstrém. 

The first patient had macroglobulin in large 
quantities in mature and immature plasma cells in 
the bone marrow. It was considered that the macro- 
globulin was the product of a plasmacytosis reactive 
to the pathological process in the patient’s parotid 
gland. The second patient had both a macroglobu- 
lin and a myeloma globulin in his serum. The fluo- 
rescent antibody studies suggested that these 2 
abnormal proteins originated in different plasma 
cells in the bone marrow, which were, however, 
morphologically identical with orthodox staining. 
Neither protein could be demonstrated in frozen 
sections of other tissues obtained at autopsy. 


Zinc Metabolism in Hepatic Dysfunction. B. L. 
Vallee, W. E. C. Wacker, A. F. Bartholomay and 
F. L. Hoch. Ann. Int. Med. 50:1077-1091 (May) 
1959 [Lancaster, Pa.]. 


Recent investigations have demonstrated the 
presence of zinc in several dehydrogenases and in 
pancreatic carboxypeptidase. Two of these en- 
zymes, alcohol dehydrogenase and glutamic dehy- 
drogenase, are isolated from mammalian liver. Zinc 
is an active enzymatic site in these enzymes, and 
its presence is indispensable to their activity. Zinc 
is thus involved in the oxidation of ethanol, a sub- 
stance that is considered to have a primary role in 
the development of some forms of Laennec’s cir- 
rhosis, and in the faulty metabolism of ammonia in 
patients with cirrhosis. These circumstances sug- 
gested an investigation of the metabolism of this 
metal in patients with liver disease. For the de- 
scription of procedures for the analysis of zinc and 
the cleaning of glassware and containers the authors 
refer to earlier reports. De-ionized water was used 
throughout. Duplicate zinc analyses were _per- 
formed on serum from venous blood, obtained from 
normal persons and from patients (both male and 
female) with Laennec’s cirrhosis. Zinc was extracted 
also from 24-hour urine specimens of normal men 
and of men with postalcoholic cirrhosis. Zinc, cop- 
per, and all other metals present were determined 
by chemical or spectrographic method, or both, in 
liver samples obtained at autopsy from patients 
with Laennec’s cirrhosis and from subjects without 
evidence of liver disease. 

The data obtained indicated that the serum zinc 
concentration is decreased in Laennec’s cirrhosis. 
In patients with postalcoholic cirrhosis, zinc con- 


171 


210/622 


centrations in serum and in the liver tissue are 
markedly lowered. Simultaneously, these patients 
excrete abnormally large quantities of zinc in their 
urine; a patient in the terminal state of this disease, 
however, excreted abnormally low quantities of 
zinc. The administration of zinc sulfate in physi- 
ological quantities tends to restore normal excretory 
patterns. The Bromsulphalein retention in 5 patients 
with postalcoholic cirrhosis tended toward normal 
in the course of these investigations on zinc metab- 
olism. The data are interpreted in the light of the 
comparative biochemistry of zinc and ethanol 
metabolism. A conditioned zinc deficiency is con- 
jectured to be consistent with the present data and 
the known historical, pathophysiological, and patho- 
chemical knowledge of this disease. 


Diabetic Coma Without Ketosis. P. Lexow. Acta 
med. scandinav. 163:115-119 (no. 2) 1959 (In Eng- 
lish) [Stockholm]. 


Occasionally patients with diabetic coma are 
seen in whom the urine contains no ketone bodies. 
Reduced kidney function is generally regarded as 
the cause of this condition, the acidosis being the 
result of accumulation of ketones in the blood. The 
author presents the history of 3 patients with dia- 
betic coma and without ketones in the urine; these 
patients were among about 7,700 persons on whom 
autopsies were carried out since 1940. All 3 patients 
were elderly, ranging in age from 61 to 79 years, 
and 2 of them were known diabetics. There was a 
gradual development of coma. The blood pressure 
fell to 90 systolic or below. The blood sugar ranged 
from 359 mg. per 100 cc. to 1,300 mg. per 100 cc. 
In 2 cases the urine sugar concentration was ap- 
proximately 4 times higher than the blood sugar. 
Reactions for ketones in the urine were entirely 
negative. All the patients had proteinuria; the level 
of blood urea was elevated; the alkali reserve was 
moderately reduced; but none of the patients were 
anuric. Death occurred from 16 to 10% hours after 
the patients became completely comatose. 

The author feels that the findings cannot be ex- 
plained by the old theory of renal retention of 
ketones. As long as the blood sugar is very high, 
there is little tendency to ketone formation in the 
liver. During shock the liver functions are known 
to be reduced by hypoxia, and the ketogenesis in 
the liver may be impaired. The acidosis in these 
cases is considered to be caused by accumulation 
of lactic acid from anaerobic breakdown of carbo- 
hydrates known to take place in shock. The in- 
creased resistance to insulin in shock seems to be 
a result of both stress reaction and depression of 
the liver functions. The theory is advanced that 
diabetic coma without ketosis is due to hepatocellu- 
lar failure during shock. It is impossible to prove 
morphologically that the lack of ketones is due to 
hepatic failure during shock. Hepatocellular failure 
is a functional concept rather than an anatomic one. 
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Accordingly it is of great interest to obtain bio- 
chemical determinations of total ketones (including 
beta-hydroxybutyric acid) and lactic acid in the 
blood before death in similar cases of diabetic 
coma. 


PUBLIC HEALTH 


Comparison of the Number of Breast-Cancer 
Deaths Observed in Relatives of Breast-Cancer 
Patients, and the Number Expected on the Basis 
of Mortality Rates. M. T. Macklin. J. Nat. Cancer 
Inst. 22:927-951 (May) 1959 [Washington, D. C.]. 


The author studied sample populations from the 
State of Ohio to answer the question of whether or 
not breast cancer in the human being has a genetic 
basis. The material was collected from June, 1946, 
through 1952. It was found that grandmothers, 
mothers, aunts, and sisters of women with breast 
cancer had breast cancer with a frequency which 
was significantly greater than that of women in a 
similar age range, either in the general population 
or in 2 sets of selected control samples. This excess 
cannot be entirely environmental in origin, since it 
was found almost to the same extent in both pa- 
ternal and maternal grandmothers and aunts. It 
cannot be attributed to biased selection or te chance 
distribution of the trait through the population, 
since the excess was significantly greater than could 
be accounted for by either of the above factors. 
Better recall by women with breast cancer, whose 
relatives were similarly affected, has no bearing 
on this excess, since the entire family of both con- 
trol and breast-cancer samples was thoroughly 
investigated. The ratio of observed-to-expected 
number of breast cancers is higher in unmarried 
than in married aunts and sisters. The fact that the 
presumably genetic factor responsible for this ex- 
cess of breast cancer is enhanced to the greatest 
degree in childless women shows the interaction 
of genetic and extrinsic factors. 


Vaccination with V. D. S. Vaccine (Diffusing Vac- 
cine Salvioli) in Dispensaries. S. Taronna. Minerva 
med. 50:1073-1077 (April 14) 1959 (In Italian) 
[Turin, Italy]. 


The author reports on 15,174 children who had 
been vaccinated in infancy or early childhood 
against tuberculosis in public dispensaries in 
Venice, Italy, between 1953 and 1958; the vaccine 
used was made from killed tubercle bacilli and 
was known as diffusing vaccine Salvioli (V. D. S.). 
The children were followed up throughout the 
school years. Approximately one-half of them 
(7,492) came from families in which one or more 
members had tuberculosis during the period of the 
vaccination program. The tuberculous disease de- 
veloped in 53 children (0.7%) who were exposed to 
the active disease at home and in 11 children 
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(0.14%) for whom there was no evidence of exposure 
to an active disease at home. The 64 children who 
were ill had only the first 2 forms of the primary 
phase of the disease, consisting of simple or allergic 
varieties of adenopathy or erythema nodosum or 
allergic pleurisy. A girl, whose father had the tuber- 
culous disease, contracted tuberculous meningitis 
2 years after vaccination and died of it. The vac- 
cinal nodule had never developed in this child, and 
her tuberculin tests had always been negative. This 
case confirms the assertion of Salvioli that appear- 
ance of the vaccinal nodule is a necessary condition 
for the vaccine to become effective. 

These results are compared with the clinical 
history of 2,908 children who received medical as- 
sistance in the same Venetian dispensaries from 
1947 to 1953, that is during the years which pre- 
ceded the vaccination period. Of 2,086 children 
who were exposed to active tuberculosis at home, 
1,122 (53.79%) contracted the disease. Of 822 chil- 
dren who were only slightly, or were not at all, 
exposed to tuberculosis at home, 385 (46.83%) con- 
tracted the disease. In the unvaccinated group the 
first 2 forms of the primary phase of tuberculosis 
developed in 1,439 children, a pulmonary or extra- 
pulmonary form of the disease in 55, and a menin- 
geal tuberculous process in 13. No severe general 
or topical side-effects took place in any of the vac- 
cinated children. Vaccination with V. D. S. vaccine 
has thus in this series proved to be an effective and 
harmless means for the prophylaxis of tuberculosis. 


General and Socioeconomic Aspects of Pulmonary 
Tuberculosis as an Epidemiologic Problem. E. Hain. 
Tuberkulosearzt 13:305-325 (May) 1959 (In Ger- 
man) [Stuttgart, Germany]. 


Tuberculosis of the lungs is still a major economic 
and epidemiologic problem despite the consider- 
able reduction in the morbidity and mortality of 
the disease in the last years. The higher morbidity 
and the greater incidence of relapses in men are 
probably attributable to socioeconomic factors (un- 
willingness to undergo prolonged treatment or to 
change the type of work because it would involve 
a loss of income or a descent in the social scale). 
Although in the population, as a whole, tuberculosis 
of the lungs takes second place to cardiovascular 
and unspecific lung diseases as a cause of perma- 
nent disablement, it is the commonest cause of in- 
validism in the younger age groups. This, together 
with the fact that the disease has a considerably 
better prognosis than, for example, arthritis or the 
cardiovascular diseases, renders the rehabilitation 
of tuberculous patients, particularly those in the 
younger age group, a matter of the greatest im- 
portance. 

Tuberculosis has very serious economic effects, 
not so much because of the expenses involved in 
the treatment of, and the payment to the tubercu- 
lous patient, but because of the considerable loss 
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of man power. For the German Federal Republic 
the total economic loss caused by the disease has 
been estimated to amount to 1,000 to 1,500 million 
German marks, a sum big enough to warrant con- 
siderable expenditure for the prevention of the dis- 
ease and the rehabilitation of the tuberculous pa- 
tient. Between the fully recovered patients who 
have returned to their former jobs and the com- 
pletely disabled persons there is a large group— 
estimated in the German and English medical 
literature at from 10 to 35% of all cases of tuber- 
culosis—in which rehabilitation and resettlement 
are possible. The number of these cases has been 
estimated at 11,000 for the German Federal Re- 
public. 


An Epidemic of Diphtheria in the City and Province 
of Verona, Italy. P. Montenovesi. Fracastoro 52: 
119-130 (March-April) 1959 (In Italian) [Verona, 
Italy]. 


The author reports on a clinical’ and statistical 
study on the epidemic of diphtheria which struck 
the city and province of Verona, Italy in October, 
1953, and lasted until January, 1955. A total of 671 
cases were reported, 463 of the patients being 
hospitalized. Normally about 100 to 150 cases of 
diphtheria are reported every year in the same 
area. Two hundred fifty-nine (55.9%) of the 463 
patients who were hospitalized were male, and 204 
(44.1%) were female. Of those patients above 2 
years of age, 60% were between 2 and 10 years of 
age, 9.9% were between 10 and 15 years, and 16.1% 
were over 15 years. The epidemic was more severe 
during the autumn and winter months. Most of the 
patients (52.5%) presented pharyngeal diphtheria; 
37.8%, rhinitis; 5.6% laryngeal diphtheria; and 1.7%, 
other forms of diphtheria. Forty-five patients (9.7%) 
suffered complications involving the kidney; 42 
(8.6%), complications involving the nervous system; 
and 60 (12.9%), complications involving the heart. 
Eleven (2.3%) patients died; 2 were infants, and 9 
were between 2 and 8 years of age; 6 of these 
patients had suffered a nasopharyngeal localization 
of the disease. Postmortem examination showed 
that the immediate cause of death in 8 of the 11 
patients who died was a myocardial lesion. Two 
hundred forty patients (53.5%) had not been vacci- 
nated against diphtheria; the 215 patients who had 
been vaccinated had received only 2 injections of 
diphtheric anatoxin, and only 19 of the 215 had re- 
ceived a booster dose. Eight of the 11 deaths 
occurred among nonvaccinated persons. All the 19 
patients who had received a booster dose suffered 
rhinitis with no complications. 

The author believes that from the epidemiologic 
point of view the episode he studied is to be con- 
sidered as a periodic recrudescence of diphtheria 
in a region where diphtheria is endemic. He could 
not ascertain the cause that provoked the outbreak 
of this epidemic. 
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BOOK REVIEWS 


The Clinical Evaluation of New Drugs. By fourteen au 
thors. Edited by S. O. Waife, M.D., F.A.C.P., and Alvin P 
Shapiro, M.D. Cloth, $7.50. Pp. 223. Paul B. Hoeber, Inc 
(medical book department of Harper & Brothers), 49 E. 33r: 
St., New York 16, 1959. 


This collaborative work by highly respecte: 
authorities in the field presents a survey of th: 
problems and pitfalls involved in the evaluation of 
a new drug, from its initial study in animals, 
through clinical trials, until its introduction into 
general medical practice. The emphasis is on in- 
vestigation in human patients. The wide range of 
topics covered includes not only such technical 
subjects as experimental design and_ statistical 
analysis but also the delicate question of the ethics 
of experimentation on human beings. It is an ex- 
cellent guidebook “for the many who participate 
in the search for and evaluation of better and safer 
drugs to treat human disease.” It should prove 
helpful not only to the investigator but also to the 
practicing physician whose primary interest is in 
appraising published reports of drug evaluation 
and in distinguishing the well-planned and com- 
petently executed experiment, on which valid con- 
clusions can be based, from the poor study that 
permits of no conclusion. The book should be re- 
quired reading for every student of pharmacology 
or medicine. 

An astonishing number of the reports of clinical 
trials of drugs published in the current medical 
literature present nothing more than vague impres- 
sions and are better described as testimonials than 
as scientific papers. Too many give evidence of a 
lack of appreciation of the rudiments of experimen- 
tal design, the need for comparison of a new agent 
with older similar drugs or with placebos, and of 
the value and limitations of statistical analysis. 
Frequently, too, there is neglect of the important 
fact that many diseases are self-limited and that 
recovery may occur without treatment, the result 
being that circumstantial improvement is uncriti- 
cally ascribed to the drug under investigation. 
Among the many other sources of confusion are the 
effects of the physician-patient relationship; uncon- 
scious bias on the part of the investigator, patient, 
or ward personnel; and the effects of bed rest, hos- 
pital environment, or, in some instances, the physi- 
ological effects of sleep. Careful reading of the 
present volume should enable the untrained inves- 
tigator to avoid these, as well as less elementary, 
errors. 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


The evaluation of new drugs, which are being 

troduced at an ever-increasing rate, poses a for- 

tidable challenge to the physician interested in 

itional therapy. The difficulty lies in selecting, 

‘om the many introduced, those few drugs which 
ie superior to well-established agents or are dis- 
tinctly different from other drugs in their pharma- 
cological or therapeutic actions. The fact that each 
new drug, as it appears, seems to gather enthusias- 
tic support for a time, only to be displaced in favor 
after a brief period by a still newer arrival, hampers 
dispassionate appraisal. Glowing praise, extrava- 
gant claims, and the bombardment by promotional 
literature to which the physician is subjected fur- 
ther add to the confusion. This book admirably 
achieves its expressed aim of presenting “a standard 
against which the practitioner .. . can judge criti- 
cally the reports of drug research to which he is 
continually exposed.” 

Some readers may feel that more detail and fuller 
treatment of some of the topics would be desirable; 
however, each chapter is followed by an excellent 
bibliography. The index is rather sketchy, and con- 
sequently information on individual drugs or 
groups of drugs, scattered through various chap- 
ters, may be difficult to find. However, these are 
minor flaws in a splendid and unique book, one that 
deserves a place in the library of every physician 
and medical scientist. 


Symposia on Child and Juvenile Delinquency Presented 
at the American Orthopsychiatric Association. Chaired and 
edited by Benjamin Karpman, M.D., Chief Psychotherapist, 
St. Elizabeths Hospital, Washington, D. C. Cloth. $10. Pp. 
364, with illustrations by Wesley R. Wilken, Psychodynamics 
Monograph Series, Station L, Washington, D. C., 1959. 


The editor of this volume was chairman of each 
of the five symposiums whose topics included a 
general discussion of the psychopathic, delinquent 
child; his behavior; a differential diagnosis of psy- 
chopathy; and the psychodynamics and basic emo- 
tional factors of delinquency. This book is a good 
source of contemporary thinking on the subject. 
Although the participants presented broadly varied 
opinions, it was generally accepted that true psy- 
chopathy in the child is relatively rare. Most pa- 
tients presenting antisocial behavior are neurotic 
delinquents. 

A number of etiological factors were suggested. 
Constitutional inferiority was mentioned by only 
one contributor but questioned by others. Two 
patients with psychopathic behavior in whom 
endocrine dysfunction, namely gonadal imbalance, 
was present were said to have improved after 
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hormonal treatment. A delay in language develop- 
ment was thought to be a contributing factor in 
preventing adequate communication with others. 
The chief etiological factor was considered to lie 
in inadequate parent-child relationships in the 
earliest period in life. Children who are raised in 
institutions without sufficient mothering or those 
confronted with inconsistent maternal attitudes. 
may express psychopathic behavior due to a lack 
of ego development. The critical age for ego devel- 
opment seems to be the first two years of life. 
Socioeconomic factors or identification with a weak 
parent or with a delinquent group also may result 
in psychopathic behavior. 

The pathology of psychopathy lies within the 
ego. A weak ego cannot develop strong affective 
relationships and results in shallowness of think- 
ing and judgment. Behavioral characteristics of 
delinquent children include poorly controlled, ag- 
gressive, and destructive behavior. Almost all of 
them show evidence of hostility and project this on 
others in the environment. Lack of superego con- 
trol prevents these children from experiencing 
anxiety as they engage in antisocial behavior. 
There is no well-defined manner of predicting 
future delinquency in infants. Children below the 
age of 7 vears may be considered to present pre- 
delinquent behavior patterns. The latter can be 
treated differently from the same patterns in older 
children. 

The development of a close relationship with a 
therapist may produce changes as the therapist 
gradually succeeds in setting limits for the patient. 
Ego development is the essential goal. Construc- 
tive changes in the environment are also necessary. 
Patients one or both of whose parents have also 
entered psychotherapy seem to have a better prog- 
nosis than do the others. It is generally conceded 
that the older delinquent may not be able to bene- 
fit from individual psychotherapy. Placement in an 
understanding environment that affords consistent 
limitations seems to offer the best prognosis. While 
treatment has been touched on in this book, a 
symposium devoted solely to therapy should prove 
most fruitful. The various discussions have pro- 
duced many questions; one of these—why a single 
member of a family becomes delinquent—remains 
unanswered. 


Shakespeare and Medicine. By KR. R. Simpson, M.B., 
Ch.B., F.R.C.S. Boards. $6. Pp. 267, with illustrations. Wil- 
liams & Wilkins Company, 428 E. Preston St., Baltimore 2; 
E & S Livingstone, Ltd., 16 & 17 Teviot Pl., Edinburgh 1, 
Scotland, 1959. 


This is a fascinating volume. It appears that of the 
hundreds of so-called authoritative books on Shake- 
speare only one has dealt with the medical aspects 
of his writings. That book was written by Dr. John 
Bucknill and published in 1860. The numerous 
papers and essays on the subject that followed were 
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based more or less on the information contained in 
his scholarly book. Simpson, in the present work, 
cites some 450 major medical references from the 
plays and poems of Shakespeare. This number, 
however, does not exhaust the list for, if minor 
references are included, the list contains over 700 
medical references. To illustrate the medical aspects 
of the plays of the great bard, Simpson presents an 
analysis of “Romeo and Juliet” and (in another 
chapter) a study of Falstaff. A further interesting 
discussion of some of the medical problems raised 
in the tragedies is presented in a separate chapter. 

Shakespeare’s versatility is such that no one book 
could exhaust even this minor aspect of his creative 
genius. The present small volume is a worthwhile 
addition to our understanding of the great English 
poet. It should prove of great interest to all lovers 
of literature and particularly to doctors of medicine. 


Bleeding Esophageal Varices, Portal Hypertension. By 
Hirsch Robert Liebowitz, B.S., M.D., Assistant Professor 
Clinical Medicine, New York University College of Medicine, 
New York. Section on surgical treatment in collaboration 
with Louis M. Rousselot, M.D., M.S., Med.Se.D., Director of 
Surgery, St. Vincent’s Hospital, New York. With foreword 
by Allen O. Whipple, M.D., F.A.C.S. Cloth. $24.50. Pp. 
986, with 179 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scien- 
tific Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 1959. 


This book had its beginnings in 1950 with a col- 
lection of 50 cases of ruptured varices proved at 
autopsy. The main author began an inquiry into 
the clinical and pathological features of portal 
varices and the natural history of patients with 
bleeding varices. As a result he has reviewed a 
tremendous amount of literature relating to the 
circulatory dynamics of the portal system, which 
review occupies the first third of the book. Exten- 
sive references are attached to each chapter. 
Many of the factors concerned with the pathogene- 
sis of portal hypertension and esophageal varices 
are incorporated in later chapters dealing with 
clinical problems. Some of these chapters are fol- 
lowed by summaries while others are not. Dis- 
persed throughout the book are case reports con- 
tributed by and based on the experience of both 
authors and critical reviews of other cases reported 
in the literature. 

Dr. Liebowitz concludes that increased hydro- 
static pressure is the fundamental mechanism of 
varix rupture, regardless of the state of the over- 
lying mucosa. Discussions follow concerning he- 
patic portal cerebral encephalopathy, ascites, the 
diagnosis of esophageal varices, splenic portogra- 
phy, and medical management of bleeding varices. 
The combined pressure and signal apparatus de- 
signed by Kulick and Rousselot is analyzed. The 
concluding section of the book concerns itself with 
the discussion of surgical management of portal 
hypertension and the use of portacaval shunt. How- 
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ever, no definite stand is taken on the controversial 
topic of the emergency portacaval shunt. Although 
this volume represents a monumental contribution 
in terms of a review of the pertinent literature, the 
book suffers from a lack of conciseness. As noted in 
the foreword “this large monograph deserves care- 
ful reading, and will be most rewarding to anyone 
who has had to deal with the problems associated 
with portal bed block and portal hypertension.” 
Unfortunately, the size of the monograph may 
deter some prospective readers. 


The Degenerative Back and Its Differential Diagnosis. By 
P. R. M. J. Hanraets, M.D. Translation by Miss M. E. Hol- 
lander. [Thesis, M.D., Roman Catholic University at Nijme- 
gen. Title: The Weak Back: A Medical Study of the Endog- 
enous Components of Disorders of the Back, Which is 
Then Called: A Degenerative Back.] Cloth. $19.95. Pp. 690, 
with 315 illustrations, photographs by W. Maschhaupt, 
drawings by P. v. d. Maaden. Elsevier Press, Inc., Bank of 
Southwest Building, Houston 2, Texas; Elsevier Publishing 
Company, 110 Spuistraat Amsterdam C, Netherlands; D. 
Van Nostrand Company, Ltd., 358 Kensington High St., 
London, W. 14, England; D. Van Nostrand Company (Can- 
ada), Ltd., 25 Hollinger Rd., Toronto 16, Canada, 1959. 


This extensive volume is interesting but difficult 
to read, because the style is often confusing. This 
is mentioned to emphasize the fact that this is not 
a book to be hastily read but rather to be care- 
fully and slowly digested, chapter by chapter. The 
whole volume deals with degenerative lesions in 
the back; early in the book, the author states that, 
although most of the backs he sees have degener- 
ative lesions, the patients should not be told this. 
The reason for this approach is not clear. 

The first few chapters are general in nature and 
deal with the causes of the multiple degenerative 
changes that may appear in the spine, including 
those of the bony structures, changes in the mineral 
content of bone, facet changes, changes within the 
disk, and changes in the associated muscles, blood 
vessels, and nerves. Several excellent colored pho- 
tographs show many of the anomalies in the nerve 
roots which, the author feels, definitely contribute 
to the degenerative lesions. He also states that 
degenerative back lesions may be a manifestation 
of a certain type of personality structure and that 
psychic disturbances can precipitate or aggravate 
this condition. 

As to treatment, the author favors two oper- 
ations. The first is complete laminectomy combined 
with extensive foraminotomy. The explanation 
given is that the laminas do not enter into the 
stability of the spine and therefore can be sacrificed 
and that the chief area where the nerve root is 
likely to be constricted is at the foramen. These 
two points are debatable. The second operation is 
the selective extradural rhizotomy of the nerve root 
for the relief of pain. He admits that this is a 
difficult procedure. The third and probably the 
mast radical idea presented is the “overhaul oper- 
ation” in which many levels are explored at one 
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time. This book is very interesting but likely to 
provoke much discussion. It is difficult to accept all 
of the author’s views. It should prove interesting 
chiefly for those who frequently must treat the 
degenerative back but is far too complex to be 
given to students as assigned reading. 


Transplantation of Tissues: Skin, Cornea, Fat, Nerves, 
Teeth, Blood Vessels, Endocrine Glands, Organs, Peri- 
toneum, Cancer Cells. Volume II. Edited by Lyndon A. 
Peer, M.D., Clinical and Research Director, Rehabilitation 
Center for Plastic and Reconstructive Surgery, Saint Bar- 
nabas Medical Center, Newark, N. J. With twelve contribu- 
tors. Cloth. $20. Pp. 690, with 252 illustrations. Williams & 
Wilkins Company, 428 E. Preston St., Baltimore 2, 1959. 


This volume is the joint effort of 13 contributors, 
each discussing a different variety of tissue trans- 
plant. They describe how tissue, organ, or gland 
transplants may be grafted and discuss the limita- 
tion, success, or failure of the procedure. Organs 
including skin and cornea, endocrine glands, teeth, 
blood vessels, fat, and nerves are among the many 
transplants discussed. The bibliography and index 
are of special value. This book is enthusiastically 
recommended to everyone in the field of medicine. 


Practical Obstetric Problems. By lan Donald, M.B.E., 
M.D., B.S., B.A., Regius Professor of Midwifery, University 
of Glasgow, Glasgow. Second edition. Cloth. $11. Pp. 712, 
with illustrations. Year Book Publishers, Inc., 200 E. Illinois 
St., Chicago 11; Lloyd-Luke (Medical Books) Ltd., 49 New- 
man St., London, W. 1, England, 1959. 


This new edition of a four-year-old textbook 
includes the new and important developments of 
the intervening years. The book is written pri- 
marily for the clinician as a convenient source of 
information concerning practical problems in ob- 
stetrics. To achieve this end the chapters on anat- 
omy, embryology, and physiology of reproduction 
usually found in current textbooks have been 
omitted. The book begins with a discussion of 
prenatal care and ends with chapters on pre- 
maturity and the Rh factor. The management of 
all the pertinent problems encountered in preg- 
nancy, labor, and the puerperium is discussed in a 
lucid and authoritative manner. Characteristically, 
one chapter is entitled Techniques and Pitfalls of 
Forceps Delivery and another Postpartum Collapse. 

Although most of the chapters were written by 
the author, several were contributed by well-known 
British authorities. One of these contributions in 
particular reflects its author’s profound clinical 
experience in his evaluation of trends in obstetric 
practice, such as the increased frequency of the 
induction of labor, induction for postmaturity, and 
the importance of the prevention of puerperal 
infection. 

In general, obstetric practice in England is simi- 
lar to that in the United States. Although there has 
been an increase in hospital births, many women 
are still delivered in their homes. To provide for 
emergency services, the “flying squad” brings most 
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of the hospital medical facilities to them there. 
Some of the practices described are not used in the 
United States. For example, we would not include 
a discussion of symphysiotomy in an American 
textbook. Pertinent and recent references are given 
at the end of each chapter. The illustrations are 
few in number but informative and complementary 
to the text. This book can be read with profit by 
physicians and students interested in obstetrics. 


Allergie und allergische Erkrankungen. Band I, allge- 
meiner Teil. Unter Mitarbeit von R. Backhausz et al. Her- 
ausgegeben von E. Rajka. Cloth. Pp. 638, with 74 illustra- 
tions. Akadémiai Kiadé, Alkotmany u. 21, Budapest, V. 
Hungary, 1959. 


This volume, written with the collaboration of 
eight Hungarian contributors, deals with general 
and basic considerations. The author takes the 
attitude that the tie between allergy and immunol- 
ogy is progressively becoming closer, so that one 
cannot be discussed without the other. Among the 
subjects covered are criteria; classification and ter- 
minology; distinction between immediate and de- 
layed types; antigens and antibodies and factors in 
the antigen-antibody reaction; antibody produc- 
tion, mediators (including histamine, acetylcholine, 
serotonin, and slow-reacting substance); the immu- 
nochemistry of antigens and antibody; experimen- 
tal anaphylaxis; autosensitization; transplantation 
and tumor immunology; the role of the neuroendo- 
crine system: pathological anatomy; the production 
of allergic processes; general diagnostic measures 
in allergy; various serologic tests in allergy and 
immunology; and general principles of manage- 
ment of allergic manifestations. In virtually all of 
the above subjects the most important phases are 
discussed, so that the reader can find at least a 
summary of anv field bearing on hypersensitivity. 

References are ample although no attempt is 
made to include the very old literature, as this has 
been covered by older textbooks. There is a tend- 
ency to overemphasize the European contributions 
and to underplay the American ones. The paper is 
excellent, but the binding is poor. As a whole, this 
is the most complete treatise available on the prin- 
ciples of allergy and a book to be owned by those 
allergists, immunologists, internists, pediatricians, 
and all others interested in immunological prin- 
ciples who have a reading acquaintance with Ger- 
man. 


Parsons’ Diseases of the Eye. By Sir Stewart Duke-Elder, 
G.C.V.O., Ph.D., D.Sc., Surgeon-Oculist to the Queen, Lon- 
don. Thirteenth edition. Cloth. $8.75. Pp. 613, with illustra- 
tions. The Macmillan Company, 60 Fifth Avenue, New York 
11; J. & A. Churchill, Ltd., 104 Gloucester St., Portman Sq., 
London, W. 1, England, 1959. 


Many a student’s introduction to ophthalmology 
was through an earlier edition of this fine textbook, 
and for this reason it is a particular pleasure to 
reread it and rediscover its fine qualities. The en- 
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tire field of ophthalmology is covered briefly and 
concisely but with sufficient detail to leave few 
questions unanswered, and the book has been 
brought up to date. Some new chapter headings 
have been added and some change in the order has 
been made. The two final chapters entitled The 
Causes and Prevention of Blindness and The 
Hygiene of Vision, which were also included in 
earlier editions, are particularly worthwhile, since 
most textbooks ordinarily do not discuss these sub- 
jects from the preventive viewpoint. This book is 
heartily recommended for all physicians, but par- 
ticularly for general practitioners. Residents should 
also find it of great benefit and practicing ophthal- 
mologists should enjoy reading it. 


Progress in Hematology. Volume II. Edited by Leandro 
M. Tocantins, M.D. With 19 contributors. Cloth, $9.75. Pp. 
290, with illustrations. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16; 15/16 Queen St., Mayfair, London, W. 
1, England, 1959. 

This series of 13 reviews of aspects of hematology 
is especially valuable for its extensive bibliography. 
Each contributor uses this material to uphold his 
side in controversial matters. The illustrations in 
the article entitled Contributions of Dynamic 
Cytology to Hematology are graphic and illuminat- 
ing. Among the subjects covered are cytology, 
radiation injury and bone marrow transplantation, 
the sickling phenomenon, humoral factors in 
erythropoiesis, kernicterus, ABO incompatibility 
and hemolvtic anemia in the newborn infant, blood 
preservation for transfusion, transmission of leu- 
kemia, hematological aspects of serotonin, busulfan 
in the treatment of leukemia, platelet transfusions, 
hematological complications of esophageal varices, 
and lipoid anticoagulants. The index is very useful. 
The book should be valuable to anyone studying 
the subjects covered, for the analyses of the mate- 
rial as well as for the bibliography. 


Textbook of Oral Surgery. Edited by Gustav O. Kruger, 
B.S., A.M., D.D.S., Professor of Oral Surgery, Georgetown 
University School of Dentistry, Washington, D. C. Cloth. 
$12.75. Pp. 573, with 489 illustrations, including drawings 
by Biagio J. Melloni. C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis 3; Henry Kimpton, 134 Great Port- 
land St., London, W. 1, England, 1959. 

This textbook, written entirely by dental person- 
nel, is intended as a reference work for the under- 
graduate dental student. The first five chapters 
deal with surgical principles, techniques, bacteriol- 
ogy, infections, hemorrhage, and shock. They em- 
phasize fundamental surgical teachings and are 
sound. Additional chapters describing abnormal- 
ities and diseases of the oral cavity are informative 
and worthwhile. However, the complicated surgical 
problems mentioned in the chapters on wounds 
and injuries of the soft tissues of the face, the sur- 
gical aspects of the cleft lip and cleft palate, and 
complicated malignant oral tumors are beyond the 
scope of the dental student and dental surgeon. 
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QUESTIONS AND ANSWERS 


STATUS OF SNAKE BITE THERAPY 


To tHe Eprror:—There has been so much contro- 
versy regarding treatment of bites from venomous 
snakes that I would appreciate a_ reasonable 
evaluation of this matter. The relative incidence 
of snake bite in the United States is quite low and 
therefore most physicians will rarely encounter 
such a case; however, I am sure such a general 
evaluation would be useful to everyone. 

M.D., Illinois. 


Answer.—Controversies regarding the proper 
treatment of envenomation due to pit vipers are 
focused especially on use of tourniquets, cuts, and 
suction and on the ligature-cryotherapy method of 
Stahnke (1957). Currently, the brochure accom- 
panying the antivenin distributed by Wyeth states 
that neither procedure should be used. 

Evidence both for and against these procedures 
rests on only rather limited to-the-point studies. 
The work of Dudley Jackson (1927, 1929) and of 
Pope and Peterson (1946) indicated that envenom- 
ated dogs treated by tourniquets, cuts, and suction 
did better than control dogs. The published studies 
of Parrish (1955), of Leopold and his group (1957), 
and Ruggiero (1958) do not directly contradict 
the findings of the earlier workers. Parrish; Andrews 
and Pollard (1953); Watt (1956); Jutzy and his 
group (1953); Shannon (1957); Raynolds (1959); 
Schmaus (to be published); and Stahnke have 
recommended tourniquets, cuts, and suction, some 
with stipulations. 

Shortcomings can be noted in Jackson’s work, and 
clinical observations without controls may be mis- 
leading. Nevertheless, at least until studies now in 
process are published, the balance of evidence 
seems to indicate that the tourniquet, cut, and suc- 
tion treatment has value. Jackson and Shannon have 
advised the making of cuts along the advancing 
edema front, if necessary far from the injection 
site. A snake usually injects less than 10 drops of 
venom, In the absence of evaluating studies, this 
consultant believes that cuts should be few and near 
the injection site. 

No controlled studies of the ligature-cryotherapy 
method have been published, and Stahnke has re- 
ported only a small series of clinical cases. Con- 
trolled studies are needed to appraise the procedure 
as a first-aid method until antivenin is given and as 
extended medical treatment. 

The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 


mous communications cannot be answered. Every letter must contain 
the writer's name and address, but these will be omitted on request. 


Concerning other aspects of therapy, the stricken 
person should remain immobile until antivenin is 
given. The Wyeth antivenin appears to be definitely 
helpful against pit vipers. It should be given early 
and in adequate amounts. Antibiotic therapy is 
needed. Parrish and co-workers (1956) have ad- 
vised that a broad-spectrum antibiotic be used. 
Penicillin, however, is more effective against 
clostridia. Some evidence indicates that gas gan- 
grene and tetanus are dangers; therefore, appro- 
priate prophylaxis is advisable. The heart of 
treatment against shock appears to lie in blood 
transfusions. The use and choice of pressor sub- 
stances must reflect general medical theory, for 
there are no controlled studies with them in snake 
bite cases. Corticosteroids apparently do not pro- 
long or save life, according to experimental work, 
but Wood's (1955) patients seemed to derive much 
symptomatic benefit from them. Schéttler (1954) 
advised against antihistaminics on the basis of 
studies with mice, but the drugs have been given 
without apparent ill-effect in some human cases. 
Cold packs may give considerable symptomatic re- 
lief locally. 


FOOD INTAKE BY LOGGERS 


To THE Evitor:—The modern logger, like the coal 
miner, is mechanized. A smaller work force han- 
dles much more wood by using chain saws and 
mechanical loaders. Previously, the loggers con- 
sumed fabulous quantities of food. Now camp 
cooks have noted a decrease in the amount of 
food used, especially in carbohydrate items, and 
an increase in the amount of meat consumed. 
Since the men have a wide choice of food at 
each meal, this change is voluntary. Do you 
know of any study of loggers’ changing food 
requirements as a result of mechanization? Also, 
do you believe that the decreased carbohydrate 
intake and increased meat consumption are re- 
lated to the decrease in physical effort? 

Leslie G. Sutherland, M.D. 
Peterborough, Ontario, Canada. 


ANSWER.—This consultant is not aware of any 
studies of the food consumption of loggers since 
those made in camps located in the Pacific North- 
west and Great Lakes regions by Alpert, Lusby, 
and Goodhart in the spring of 1943 (cited in “Nu- 
trition in Industry,” Montreal, International Labour 
Office, 1946, pp. 89-92). These workers found the 
average daily calorie consumption in four different 
camps to range from 5,311 to 6,507, it being high- 
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est in camps located in the Pacific Northwest. The 
food and nutrition board of the National Research 
Council, on Jan. 29, 1944, adopted a report of its 
committee on nutrition of industrial workers which, 
for rationing purposes, recommended that loggers, 
and loggers alone, be placed in a category of 
workers requiring more than 5,500 calories per day. 

In regard to the consumption of meat by loggers, 
Alpert, Lusby, and Goodhart made the following 
pertinent observations: “Traditionally, logging com- 
panies have tried to provide the loggers with an 
abundance of good quality food because this con- 
tributes to satisfaction with the work and a de- 
crease in labour turnover. The loggers have a firm 
conviction that large amounts of meat are neces- 
sary in order to log. They believe that they cannot 
keep up the pace necessary, or do the heavy work 
required without meat at each meal. Meat alter- 
nate dishes such as macaroni and cheese, baked 
beans, creamed codfish, and scrambled eggs are 
considered ‘side-dishes’ and to be served as addi- 
tions to the meat, not in place of it.” 

The decreased food intake noted in this ques- 
tion after decreased physical effort is in accord- 
ance with the hemostasis of energy metabolism. 
As their work output increases, normal healthy 
persons will automatically consume a larger num- 
ber of calories, if available, to maintain an energy 
balance, and vice versa. Since the requirement for 
protein is relatively uninfluenced by the amount 
of physical work, it would be entirely physiological 
for loggers with a free choice of food to cut down 
automatically on the consumption of high-calorie 
carbohydrate and fat foods such as cakes and 
pastries. 


ANXIETY NEUROSES 


To THE Eprror:—In the management of anxiety 
neuroses after ruling out organic disease, how 
does one explain to the patient the reason for 
his symptoms? Please suggest methods of cop- 
ing with hyperventilation syndrome, aerophagia, 
globus hystericus, and fatigue and insomnia. 
What is the value of tranquilizers or sedatives in 
these conditions? How are they best prescribed? 

M.D., New York. 


ANsweER.—The explanations for psychosomatic 
symptoms have to be geared to the patient’s in- 
telligence and education. In many cases, the phy- 
sician should not tell the true reason for the anxiety 
neurosis even to highly intelligent patients because 
the explanation might be of such a shocking nature 
that the patient might refuse the explanation and 
leave the physician’s care. It might also make 
psychotherapy difficult for another physician. Such 
is the case, for instance, if the anxiety is caused 
by latent homosexuality. The best way to inform 
the patient is not to emphasize the psychogenic 
origin of his or her symptoms but to give an ex- 
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planation in understandable neurophysical terms. 
Such an explanation should emphasize that over- 
excitability of the sympathetic nervous system 
would produce, ipso facto, anxiety symptoms. The 
possible psychological reason for this assumed ex- 
citability might be hinted at but not necessarily 
explained in detail to the patient. 

If the physician and patient are unwilling to 
embark on long-term psychotherapy for the treat- 
ment of hyperventilation syndrome, aerophagia, 
globus hystericus, and fatigue and insomnia, carbon 
dioxide treatment would be useful. Use of tran- 
quilizers and sedatives should be avoided in a 
patient with these symptoms, because of the dan- 
ger of developing addiction. Besides, most of the 
tranquilizers which are effective against anxiety 
will increase the patient’s complaints of fatigue. 
If absolutely necessary in such a case, a medica- 
ment consisting of a combination of tranquilizer 
and stimulant might be tried, cum grano salis. 
There are several of these on the market, each of 
which contains either a barbiturate or chlorpro- 
mazine with amphetamine. In extreme cases of 
anxiety, with the combination of symptoms de- 
scribed above, electric shock treatment might be 
of service. 


STEROID THERAPY IN COLON POLYPOSIS 


To tHE Eprtor:—A man 40 years of age devel- 
oped chronic ulcerative colitis five years ago. The 
disease has followed a mild course, with only a 
few exacerbations. Recently, a routine sigmoidos- 
copy revealed true polyps in the sigmoid. On 
removal, these showed no evidence of malignancy 
in histological section. Barium enema showed 
some remaining polyps above the reach of the 
sigmoidoscope. If the colon were opened and the 
remaining polyps removed, would prolonged 
steroid therapy lessen the chance of further 
polyposis occurring? M.D., Pennsylvania. 


ANSWER.— True” polyps probably indicate “ade- 
nomatous” polyps. The prevailing opinion, based 
largely on circumstantial evidence, is that they may 
undergo malignant transformation. Therefore, re- 
moval seems advisable. In the case described, how- 
ever, the polyps above the reach of the proctoscope 
may be true polyps or pseudopolyps. The differen- 
tiation on radiologic and clinical grounds is difficult. 
The decision whether to remove them or a portion 
or all of the colon is difficult, depends on other 
considerations, and is controversial. One should 
bear in mind the fact that a third of carcinomas of 
the colon in ulcerative colitis arise as infiltrating 
lesions without an intermediary phase of polyposis. 
In some instances when careful follow-up studies at 
fixed intervals in patients with ulcerative colitis are 
possible, roentgenologically demonstrated polyps or 
pseudopolyps may be watched rather than proceed- 
ing with colectomy. No studies have been made as 
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yet of the occurrence of polyps or pseudopolyps 
before and after prolonged steroid therapy. Of the 
patients with ulcerative colitis who have died from 
carcinoma of the colon, an insignificant number 
have had steroid therapy. There is as yet no evi- 
dence available to indicate whether ACTH and the 
adrenal steroids enhance or lessen the risk of ma- 
lignancy in the colon. The role of these hormones 
in the therapy of ulcerative colitis is still debatable, 
even though this consultant is strongly of the opin- 
ion that they are quite helpful. 


POLYARTERITIS AND ALLERGIC ANGIITIS 


To THE Epitor:—At a recent medical meeting it 
was obvious that there was no agreement on the 
differentiation between polyarteritis nodosa and 
allergic angiitis. Please comment and/or give 
bibliography. M.D.. West Virginia. 


Answer.—It is understandable that confusion 
should exist concerning the differential diagnosis of 
these two conditions, for they are closely related if 
not identical diseases. Clinically. both conditions 
are characterized by fever, malaise, and protean 
symptoms due to involvement of multisystems. 
Typically, the onset of allergic angiitis can be pre- 
cisely related to administration of a drug or ex- 
posure to certain chemicals, and there is usually a 
history of hypersensitivity to other agents as well. 
Eosinophilia, bronchial asthma, and cutaneous 
manifestations such as purpura and subcutaneous 
nodules are seen more commonly in allergic angiitis 
than in periarteritis nodosa, in which the history 
of exposure to an allergen is less definite or en- 
tirely lacking. Some pathologists claim these condi- 
tions can be distinguished histologically as well as 
clinically, even though the basic lesion in both is 
an acute arteritis involving small arteries with 
necrosis and polymorphonuclear infiltration of the 
vessel wall. 

From the practical standpoint, most cases are 
not easily categorized, since one or more of the 
differentiating features may be lacking. The differ- 
ential diagnosis is usually of only academic inter- 
est, because treatment (adrenal steroids) is the 
same for the two conditions and prognosis, though 
said to be somewhat better for allergic angiitis, is 
not too dissimilar in most cases of systemic involve- 
ment. The references given below are pertinent. 
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SAFETY OF X-RAY APPARATUS 


To tHe Eprror:—In my office I have a small diag- 
nostic x-ray machine which is usually operated 
at 15 ma. and 90 to 120 volts. The estimated pri- 
mary radiation is about 540 ma.-sec. per week. 
There is no fluoroscope attachment. Please de- 
scribe practical methods for measuring the 
amount of radiation being sustained by my em- 
ployees and myself. I have been told that a per- 
son may be exposed to 0.3 rem per week for an 
indefinite period without danger; what is a rem 
and how can this be measured? What is the level 
of radiation exposure beneath which it is safe to 
have no lead shielding, assuming an indefinite 
exposure period? 

Robert C. Foreman, M.D., Goodyear, Ariz. 


Answer.—It would be advisable for this inquirer 
to have a radiation physicist measure his x-ray 
apparatus and determine its safety. Lead shielding 
is a necessity for all operators. There is no safe 
exposure for persistent exposure to irradiation even 
from a supposed small dose. At present the permis- 
sible whole-body exposure to gamma rays and 
\-ravs is set at 0.3 r per week. There are a number 
of companies that supply special monitoring badges 
which measure the exposure a person receives while 
.dministering x-rays. These concerns advertise in 
THe JouRNAL and in the journals of the national 
radiologic societies. National Bureau of Standards 
ilandbook 59, available from the U. S. Bureau of 
Standards, Washington, D. C., describes regulations 
concerning x-ray exposure limits. The rem is a dos- 
age unit. It is the quantity of any ionizing radiation 
which has the same biological effectiveness as 1 rad 
of x-ray in the usual energy range. (The rad is a 
base unit for beta rays and is 100 ergs absorbed per 
gram of material in question.) 


ARC LIGHTS AND STERILITY 


To tHe Eprror:—A patient whose husband works 
with electric arc lights (the type used in the war 
in searchlight units) has just delivered a stillborn 
infant. Their friends, who are also exposed to 
these lights, have had stillborn children or no 
children. Is there a relationship between male 
exposure to arc lights and sterility or stillborn 
infants in their family? If so, what advice should 
be given to such persons in regard to future 
childbearing? 

M. R. Hunter, M.D., Olympia, Wash. 


ANswer.—Though the reproductive mechanism 
of some fish and some fowl seems to be light- 
sensitive, no analogous data are to be found for 
man. During World War II, the Westinghouse 
Electric Co. made the xenon mercury light which 
was similar to the arc light referred to in the ques- 
tion. The rays produced depend, among other 
things, on the tvpe of generator and the amount of 
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voltage employed. A system of lenses acts as a filter. 
As a general rule, the rays produced were of a wave 
length of about 1,800 A. With wave lengths over 
2,000 A, some ultraviolet light is generated. If not 
filtered out, this will simply produce pigmentation 
of the skin. Even with the low voltages employed, 
a small amount of x-radiation is generated. This is 
filtered out by the lens system. However, if voltages 
of the order of 70 kv. or higher are employed, as 
much as 30% of the rays produced may be x-rays. 
If not effectively filtered out, this radiation may 
render the male sterile. No effect has been de- 
scribed, however, which will cause stillbirth. Where 
high voltages are used and filtration cannot be 
assured, avoidance of the x-rays or the use of lead 
shields is desirable. If that cannot be managed, a 
change of employment should be considered. 


FROZEN BABY FOODS 


To tHE Eprror:—Have frozen fresh strained and 
chopped vegetables, fruits, and meats been placed 
on the market specifically for infant feeding? 
Have the present canned baby foods been ac- 
cepted as the final word in infant feeding? 1 
have used frozen fresh strained foods for my 
own children with excellent results. I feel others 
would be equally pleased. 

L. B. Stevens, M.D., Baltimore. 


ANswerR.—This consultant is not aware of any 
manufacturer producing frozen baby foods. At the 
recent National Packaging Exposition, it was re- 
ported that frozen precooked baby foods in alumi- 
num pouches may be available in supermarkets 
by the end of the year. According to Reynolds 
Metals, several manufacturers are considering the 
food pouch. 

It is not known why such products have not 
appeared on the market before, but the cost factor 
probably is greater in the freezing process. Perhaps 
inquiry of some of the larger baby food manu- 
facturers, such as Gerber, Heinz, and Beechnut. 
would provide more information on this subject. 


SURGICAL GLOVE DERMATITIS 

To THE Epiror:—Because of contact dermatitis due 
to rubber gloves, I changed to latex rubber gloves 
several years ago and the dermatitis largely 
cleared. Recently I have become allergic to the 
latex gloves. Have any other types of surgical 
gloves been developed out of plastic? 

James L. Petry, M.D., Port Arthur, Texas. 


Answer.—The information in this letter is incom- 
plete. It is difficult to understand whether, when the 
inquirer changed from ordinary gloves to those 
made of latex, his dermatitis was relieved entirely. 
If it was not entirely well, then it would be im- 
possible to state whether the patient became allergic 
to the latex gloves or whether use of these or any 
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other type of rubber gloves might be responsible for 
continuation of the dermatitis. To determine 
whether this is mechanical irritation or a true al- 
lergy, it would be desirable to patch test with the 
rubber, the latex, and with specific ingredients of 
each, if these can be obtained. There have been no 
new plastics developed which are satisfactory sub- 
stitutes for rubber. This physician might be inter- 
ested in reading an article in Occupational Hazards 
(21:43, 1959) entitled “Are Your Gloves Right for 
the Job They're Doing?” 

Inquiry was made to Donald J. Birmingham, 
dermatologist for the U. S. Public Health Service. 
He suggested the use of a glove made of a brown 
milled heavier rubber. 


MOTTLING OF PALATE 


To THE Eprror:—A middle-aged female was re- 
ferred to me by her dentist because of a whitish 
mottling of her palate extending from the gingival 
margins of the upper teeth for a half an inch or 
so out onto the palate. It has been asymptomatic. 
Because of some plaque formation, the dentist 
was concerned about the possibility of malig- 
nancy. Since the process is rather widespread, 
with no one area showing unusual thickening, I 
have not done a biopsy. I have treated the area 
with silver nitrate on several occasions, with no 
appreciable change, although it did seem grad- 
ually to regress until lately. Please give an 
opinion as to probable diagnosis. 

Lewis I. Younger, M.D., Winona, Minn. 


Answer.—The information given does not permit 
a clear conception of the condition present but 
suggests it most likely would be focal hyperkeratosis 
or leukoplakia. However, the possibility of lichen 
planus cannot be eliminated. It is suggested that a 
biopsy be made to establish diagnosis. 


ELECTROCONVULSIVE THERAPY 

AND EPILEPSY 

To tHE Eprror:—About 1 to 2% of patients have a 
grand mal seizure after electroconvulsive treat- 
ment given with thiopental and succinylcholine 
by an anesthetist. A follow-up electroencephalo- 
gram is always normal. What could be the cause 
of the seizure? The patients also receive physi- 
ological oxygenation before and after treatment. 

M.D., New York. 


ANsweER.—Electroconvulsive therapy in some in- 
stances has a tendency to potentiate already ab- 
normal electrical patterns in the brain. One might 
assume that in some other instances there is a 
build-up of uninhibited electrical potentials in the 
cortex after electroshock. The mechanism is not 
exactly known, however. It is known that patients 
may develop epilepsy after electric shock from 
lightning. Electroencephalograms should be done 
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frequently and for a long period of time, since 
there have been experiences of epilepsy after elec- 
troconvulsive therapy. 


DOG AS PINWORM CARRIER 
To THE Epitor:—I will appreciate your opinion on 
the possibility of dogs being carriers of pinworm 
(Enterobius vermicularis) and causing human in- 
fections. So far as I can learn, the dog is not a 
natural host or carrier of this species. 
M.D., New York. 


ANswer.—Humans are the sole natural host of 
E. vermicularis, perhaps the commonest of man’s 
parasites. Transmission of infective ova can occur 
by any of the innumerable channels through which 
the fecal excretions of one man are carried to the 
mouth of another. It is probable that direct personal 
contact between persons provides the most common 
mode of transmission. House pets, including the dog, 
have been shown to play no role in spread of this 
infection. Enterobiasis has been reported for other 
animal species. Horses, for example, may be infected 
with E. equi and some rodents with Syphacia 
obelata. Human infections have been reported with 
the latter parasite, but not by passage through dogs. 


MALIGNANT ERYTHROCYTOSIS 


To THE Epitor:—Please indicate the treatment of 
malignant erythrocytosis (Di Guglielmo’s dis- 
ease) in a 4-year-old child. 

Edwin M. Meek, M.D., Greenwood, Miss. 


ANSWER.—Malignant erythrocytosis is a condition 
for which there is no known treatment except 
symptomatic care. When patients suffering from 
this condition are anoxic, transfusions are indi- 
cated. None of the agents used in leukemia has 
been found to be effective in this condition. Ap- 
parently the immature and anarchistic red blood 
cells do not respond to suppression as white blood 
cells of a similar nature do. Therefore, there is no 
real help that can be given to any patient with 
this syndrome. 


CHICKENPOX IN EARLY PREGNANCY 


To THE Epiror:—I would like to know if there is 
any danger to the child if and when the mother 
‘ contracts chickenpox during the early first tri- 
mester of pregnancy. Is gamma _ globulin indi- 
cated if the infection is extremely mild? 
M.D., Illinois. 


Answer.—There is practically no danger to the 


child when the mother contracts chickenpox. 


Gamma globulin is not indicated. 
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GELATIN AS FUNGICIDE AID 

To THE Eprror:—For 10 years a patient had micro- 
scopically demonstrated ringworm infection of 
the fingernails which resisted all usual methods 
of treatment until gelatin, in the form of dessert, 
was added to the daily food intake. Then Whit- 
field's ointment, double the U. S. P. strength, 
effected a complete cure when applied daily, de- 
spite previous failures. Please advise as to any 
reports on use of gelatin as an adjunct with a 
fungicide in this frequently intractable disease. 

M.D., Florida. 


ANSWER.—No report in the literature is known 
on oral administration of gelatin to supplement 
treatment of ringworm of the nails. The observa- 
tion reported is interesting. It should be supported 
by study of a large series of cases in order to 
afford more valid conclusions. 


COUGHING AFTER CATARACT OPERATION 
To THE Eprror:—The response to a question on 

coughing after cataract extraction (J. A. M. A. 
169:1546 [March 28] 1959) contained informa- 
tion which might be misleading. The answer 
stated that long-acting inhibitors of cholinester- 
ase, such as acetazolamide, chlorothiazide, and 
ethoxzolamide, could be used to maintain (i. e., 
lower) the intraocular pressure. Acetazolamide 
and ethoxzolamide are inhibitors of carbonic 
anhydrase, not of cholinesterase, and of course 
are valuable agents for lowering intraocular 
pressure. Chlorothiazide has shown significant 
carbonic anhydrase activity in vitro and may 
have some of this activity in vivo, although its 
mechanism of action is not precisely known. 
However, chlorothiazide is not generally effec- 
tive in lowering intraocular pressure. 

Charles Aronberg, M.D. 

401 S. Cochran Ave. 

Los Angeles 36. 


The above comment was referred to the con- 
sultant who answered the original question, and 
his reply follows.—Eb. 


To tHE Eprror:—The physician who took excep- 
tion to the use of the term cholinesterase is 
correct. Through a typographical error, cholin- 
esterase was used rather than the correct term 
carbonic anhydrase. The drugs mentioned are 
effective inhibitors of carbonic anhydrase. There 
is no qualified evidence that chlorothiazide acts 
to lower intraocular pressure; therefore, it cannot 
be considered a useful drug in the treatment of 
glaucoma. 
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